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ADDRESSES AND ORIGINAL ARTICLES 


THE MEDICAL RACE * 


By Ropert Hutcutson, M.D., D.Se., LL.D. 


PRESIDENT OF THE ROYAL COLLEGE OF PHYSICIANS OF LONDON ; 
CONSULTING PHYSICIAN TO THE LONDON HOSPITAL 


THE comparison of life to a race is an old one and 
if it is apt for life in general it is peculiarly so for the 
competitive life within a profession. 

You have entered for the medical race and I wish 
to-day to give you some advice how to run it. My 
only excuse for doing so is that I have been over the 
course and can perhaps warn you of some of its 
difficulties and of the points where you may take a 
toss or even go astray altogether. 


ADVANTAGES OF A MEDICAL CAREER 


The reasons why you have chosen to enter for 
this rather than for any of the other professional 
races open to you are immaterial. It may be that 
you simply took the line of least resistance or that, 
having to earn your living somehow, you thought 
being a doctor as good a way as any other; I do not 
suppose that many of you were driven by any great 


urge of scientific curiosity about disease or by a 
burning desire to lessen human suffering. At all 


events and for whatever reasons you made your choice 
I should like to congratulate you upon it. Not, 
however, for the conventional reasons that medicine 
is a “noble profession ’’—though it may be made 
that—and that by practising it you are doing good 
to your fellowmen, for I think it unwise to proceed 
on the assumption that any large proportion of you 
are saints or even philanthropists. Rather would I 
commend it on the purely mundane grounds that 





medicine is an interesting, intriguing, and even an_ 


amusing occupation in which, although with all its 
labours and languors you may often know fatigue,,. 
you will at least escape boredom; that it gives 
opportunity for the exercise of all your powers, 
physical, mental, and moral; and that it offers an 
admirable field for the study of human nature in the 
raw. I would add to these the even more mundane 
reason that the prizes in the race you have chosen 
are quite substantial. I know it is customary to say 
that although it is easy enough to earn a living in 
medicine it is difficult to make a fortune in it. But 
in no learned profession is it easy to make a fortune, 
and I do not hesitate to say that on the whole doctors 
are quite well paid and they have this further advan- 
tage that their skill, once acquired, is marketable all 
over the globe, for disease is everywhere the same. 


THE NUMBER OF COMPETITORS 


Anyhow you are now lining up for the race and 
to-day’s ceremony corresponds, I suppose, for many 
of you to the fall of the flag starting you off. Now 
I dare say some of you may be feeling a little dismayed 
by the large number of competitors. I remember 
I was so myself when I started half a century ago, for 


there were more than 400 men in my year at 
Edinburgh. I should advise you, however, not to be 
discouraged. Large though the number of entrants 


into medicine in recent years has been, saturation 
point does not seem even yet to have been reached 
and the scope and amount of medical work are always 
increasing, for as Dean Inge, I think, has said, though 


*An inaugural address delivered at the opening of the 
ession of the Westminster Hospital medical school on Oct. 3rd. 
6006 


Democracy may starve the clergy and the practi- 
tioners of the arts it will always demand doctors, 
Do not be cast down then by the number of runners ; 
there is a prize for everyone if he merits it. 


HANDICAPS,—-THE HURDLES 


The first thing I want to remind you of about the 
race is that it is a handicap ; you don’t all start level. 
To say that all men are born equal is a political 
sophistry of which no biologist could be guilty. Nor 
is there any use in pretending that the handicapping 
is fair. Some of you will carry weight all through the 
course because of poor health, lack of intelligence, 
inborn laziness, shyness, or a bad manner, Others 
may be burdened by poverty—if that is really a 
handicap. Rightly regarded it may be a spur ; indeed 
it might be said that the rich parent can give his 
son every advantage—except poverty. A few of you 
may handicap yourselves by habitual idleness or by 
the acquisition of vices or debts, but of these I need 
not speak, 

Next I should tell you that the race is not really 
very long. Eight laps of 5 years each will see the 
end of it for most of you and although 40 years may 
seem a long time to look forward to, it is surprising 
how short it is in retrospect. The first lap, as many 
of you have already realised, is a hurdle race, the 
hurdles being the examinations. Now no doubt you 
all think that the hurdles ought to be fewer or at all 
events not so high. I am not going to discuss that. 
The course has been laid down by the Jockey Club 
—I mean the G.M.C.—and neither you nor I can 
change it, but in any case examinations are inevitable, 
for no one has ever suggested any substitute for them 
and, rightly regarded, they add interest and even 
excitement to the race. Your business is so to run 
that you take them in your stride, and that you can 
do easily enough if you go steadily and not merely 
in a succession of spurts, and even if you do come 
down at a hurdle occasionally no great harm is done, 


MEDICAL TEACHING,—PREMATURE QUALIFICATION 


During the first lap of the course you are still in 
the hands of your trainers and you may think it is 
up to them to help you over the hurdles. Here again 
I must refuse to diverge into a discussion of that 
boring subject, medical education, which, I prophesy, 
will still be under consideration when the day of 
Judgment arrives, but I would only state my own 
belief that in the last resort each of you will have to 
train himself. If I have any guiding principle in 
teaching the medical art it might be summed up in 
the saying ‘“‘ You can’t have the terriers too soon at 
the rats”; in other words, you must get as early 
into contact with,patients as you can. None the less, 
teaching is of importance and, considering that the 
members of hospital staffs are appointed chiefly for 
professional and not for pedagogic skill, it is surprising 
that on the whole it is as good as it is. Should there, 
however, be any member of the staff present who 
may be inclined at times to shirk his duty as a teacher 
in his anxiety to give all his attention to the patients, 
I would only remind him of the piteous plight of the 
hungry sheep who look up—but are not fed. 

Towards the end of the first lap there is a danger 
of which I should warn you. In your anxiety to get 
qualified as soon as possible you will be tempted to 
shirk the last hurdle or two and to take a short cut. 
In other words, having pursued a university course 
so far you may not go on to the final academic 
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examination but be content with a simple qualification 
to practise. I know that the reasons for so many 
doing this are said to be economic; a young man 
does not desire to be a charge on his parents any 
longer than he can help. That is a praiseworthy 
motive but I think it mistaken. A parent who has 
maintained his son to the age, let us say, of twenty- 
three can surely continue doing so to the age of 
twenty-three and a half. To suppose otherwise is to 
believe him capable of ‘swallowing the cow and 
choking on the tail”—a thing of which I should 
accuse no parent. Remember that the public—to 
say nothing of public authorities—like the good old 
M.D. 


AFTER GRADUATION 


We will suppose you then to have completed the 
first lap and to have left all the hurdles behind you. 
You are now out of the hands of your trainers and in 
open country where the race becomes a point-to-point 
and each can choose his own line, and here you may 
go astray in various ways. 

Blind alleys.—First, you may run up a blind alley. 
There are many of these opening out of the course 
and some of them look attractive; so-called 
‘research ” posts of one kind or another, and small 
institutional jobs are amongst them. . Beware of 
these ; they offer an immediate reward in pay but 
are apt to lead nowhere. Above all, shun research 
posts—the “lure of the laboratory ’—unless you 
feel in yourself the curiosity and restlessness of the 
born investigator. 

Greed of gold.—Second, you may be tempted out of 
your course by the desire to make a good income 
quickly. This is the bait which may draw you down 
one of those blind alleys of which I have just spoken ; 
but even if it does not do that it may result in your 
starting on a definite path when, if you had taken 
time to study the country properly, you might have 
found another that would have suited you far better. 
I don’t like to make generalisations about the rising 
generation as is so commonly done by the self- 
appointed moralist, but I do think that, for one 
reason or another, the newly qualified man is more 
mercenary in his outlook now than he used to be. 

The lure of love-—The third danger against which 
I would warn you at this point is the premature 
engagement— indeed it may easily be the cause of 
your running into either of the two false courses 
to which I have already referred. Don’t make a three- 
legged race of it too soon. I know the sentimental 
reasons in favour of doing so—the “stimulus of 
having someone to work for” and so on. I remember 
too the advice of the old lady: ‘“‘ Young man, don’t 
be a doctor. You can’t marry till you get a practice 
and you can’t get a practice till you are married ”— 
though the bachelor doctor is not at a disadvantage 
now as he was in Victorian days; indeed I am not 
sure that he is not rather sought after. None the less, 
it remains true that at this stage of the race “he 
travels the fastest who travels alone” and that 
“@ young man married is a young man marred.” 
I know that when Eros calls you are not likely to 
remember this advice, but I feel I ought to give it 
all the same. As Sir William Osler used to say, “‘ You 
must learn to keep your emotions in cold storage.” 


CHOICE OF A LINE 


Having escaped these hazards you have to choose 
your line of country and as the German proverb 
says: “Wahl macht Qual”—choice is torture. I 
would advise you not to decide hastily but to have 
a good look round first and get as much general 


experience as you can by doing resident appoint- 
ments. On the other hand, it is unwise to hold such 
posts too long; sooner or later you must strike 
out on your own. Don’t become an appointments 
addict. 

General practice.—Fortunately there are plenty of 
lines to choose from, for in the house of Medicine 
are many mansions; but I suppose the majority of 
you will find yourselves running the race in general 
practice. I am not going to throw bouquets at the 
general practitioner, for he needs no praise of mine. 
It is customary, I know, to describe him as “ the 
backbone of the profession,” but I prefer to regard 
him as the soldier in the front line of the medical army 
who has to withstand, often single-handed, the first 
assault of disease. He is all the more to be envied on 
that account. A man in a good country practice 
particularly is a real doctor, not a mere sorting- 
machine for consultants or hospitals, and is probably 
living as full, useful, and happy a life as our 
profession offers. 

Unqualified competitors.—Here I may warn you of 
another danger or perhaps nuisance in the race. 
Those of you who have read the Pilgrim’s Progress 
may remember that at one point Christian was joined 
by two men, Formalist and Hypocrisy, who got into 
the way by climbing over the wall instead of entering 
by the gate, and you will find in the race of practice 
that some persons get on to the course without having 
first jumped the hurdles. We call these quacks and, 
like the two men of Bunyan’s vision, they come from 
the land of Vainglory and we may say to them, as 
Christian said to Formalist and Hypocrisy: ‘‘ You 
walk by the rude working of your fancies.”’ I should 
advise you not to regard them as real competitors 
and above all never to imitate their methods of 
running. They may beat you sometimes in treatment, 
for patients still like magic, but in matters of diagnosis 
you will always leave them standing. 


THE CAUSES AND MEANING OF SUCCESS 


If you ask me what makes for success in the race 
of practice I am afraid I cannot tell you. It is not 
knowledge or manners, for a doctor may achieve a 
large practice without either of these. The French 
have a saying that the three essentials are wn peu 
de savoir, beaucoup de savoir faire et assez de faire 
savoir, which, being interpreted, means a little know- 
ledge, much tact, and a fair amount of advertisement. 
This sounds cynical but certainly contains some 
truth. On the other hand the power of inspiring 
confidence is possibly the one thing needful—but 
I really don’t know. Everything depends, of course, 
upon what one means by success. Some estimate it 
in terms of money and it is foolish to say that this 
does not count; some think of honours of one sort 
or another as the hallmark, but these are of little 
value unless bestowed by one’s fellow competitors. 
Perhaps after all Dr. Johnson was right when he 
said that ‘‘ happiness at home ” is the ultimate object 
of all ambition, or, in the words of Burns, “ to make 
a happy fireside clime for weans and wife.” Let us 
at least agree that so far as practice is concerned 
that man has succeeded who has gained both the 
affection of his patients and the esteem of his col- 
leagues, and let me point the moral by an example. 
I had some years ago a friend who had a large practice 
in one of the outer suburbs. He fell grievously ill 
and complete quiet was necessary for him. So soon 
as this was known his patients organised amongst 
themselves a rota of traffic-controllers who, taking 
turns day and night, diverted all vehicles from the 
neighbourhood of his house for more than a week. 
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He died before his time, but to have inspired such 

devotion was to have succeeded triumphantly. 
When all is said and done, however, ours is a race 

in which there are many kinds of success and no 

one winner, and perhaps it is not so much where you 

come in as how you ran that matters. You may have 

bad luck in spite of all your efforts, but remember :— 

They win who never near the goal, 

They run who halt on maiméd feet, 

Art has its martyrs like the soul— 

Its victors in defeat, 


And that is true of the art of medicine also, 





THYROIDECTOMY FOR THE RELIEF OF 
CARDIAC PAIN 


A REPORT OF TWELVE CASES* 


By GEOFFREY Bourne, M.D. Lond., F.R.C.P. 
PHYSICIAN WITH CHARGE OF OUT-PATIENTS, 
OF THE CARDIOGRAPHIC DEPARTMENT, 8ST. 
HOSPITAL, LONDON; AND 

J. Paterson Ross, M.S. Lond., F.R.C.S. 


SURGEON TO THE HOSPITAL AND PROFESSOR OF SURGERY 
IN THE UNIVERSITY OF LONDON 


AND IN CHARGE 
BARTHOLOMEW’S 


TWELVE patients suffering from cardiac pain of 
an organic type and of a very severe degree have been 
treated by thyroidectomy. The results in these 
chosen cases have been very satisfactory. 

The details of the duration of symptoms before 
operation, and the course since the operation, are shown 
in the accompanying Table. The chief details of 
the physical condition and the electrocardiographic 
and X ray findings are also shown. It is apparent 
that in 7 patients who were treated by thyroidectomy 


from one to two years ago, 6 are greatly improved 


or improved and 1 has not improved. Of the 
remainder 3 are improved and 1 isdead, Of the whole 
series 2 are dead, the first from a coronary thrombosis 
six months after operation and the second of syncope 
three weeks after operation. The first of these 2 
patients was improved as regards the severity of the 
pain but was not completely relieved; the second 
was completely relieved of his pain but died while 
having his bowels opened. Post-mortem examination 
of the heart of this latter patient showed that the 
coronary mouths were greatly narrowed and that the 
ventricular muscle was grossly fibrotic. 


Medical Aspects 
(DR. BOURNE) 


Selection for operation.—Of these 12 patients 11 
had attended the cardiac pain follow-up clinic at 
St. Bartholomew’s Hospital during a period when 
309 cases in all were under observation. It is clear 
from this that thyroidectomy is not a measure of 
universal application for patients suffering from 
cardiac pain. 

The type of pain likely to be benefited by thyroid- 
ectomy must have the following characters :— 

(1) It must be of the true organic type; that is 
to say there must be a factor of true angina of 
effort. No patient in whom a classical picture of 
angina of effort is not present should be treated by 
thyroidectomy. Spasmodic angina, however, is often 
seen in patients who are suffering from a severe 


*More detailed case-histories of the patients referred to in 
this communication, together with a bibliography, will be found 
in volume 71 of the St. Bartholomew’s Hospital Reports, 1938. 





THYROIDECTOMY 





IN CARDIAC PAIN foor. 8, 19388 815 
degree of angina of effort. In the present series 6 of 
the 12 patients suffered in addition from spasmodic 
attacks of pain, not strictly proportional to exertion. 

2) The pain must be of such severity as to 
incapacitate the patient. 

(3) The patient must have 
enough to make it certain that the pain is 
growing worse and not better. Diminution in the 
severity of pain of an organic type is found in two 
circumstances. Firstly, coronary thrombosis is fre- 
quently the starting-point of a severe angina of 
effort, with or without spasmodic angina. After the 
thrombosis, and as the heart heals or becomes 
readjusted and compensated, the pain as a rule will 
slowly and progressively disappear. Secondly, treat- 
ment of anginal pain is often successful over a period 
of time. The measures to be tried include a period 
of rest in bed, nitrites given prodromally before the 
development of pain, sedatives such as pheno- 
barbitone, diet for the relief of adiposity or dyspepsia, 
iron or liver extract in the treatment of anemia of 
the microcytic or pernicious type, diet and insulin 
for diabetics with cardiac pain, and finally anti- 
syphilitic treatment for patients whose coronary 
orifices have been constricted by a syphilitic aortitis. 


been observed long 


Patients with advanced cardiovascular disease 
are not desirable subjects for thyroidectomy. The 
one patient of the present series with evidence of 
gross ventricular disease died, the operation having 
been considered palliative. Adiposity is a contra- 
indication to thyroidectomy, just as thinness is a 
definite indication. 

The after-treatment must be very carefully controlled 
in order to obtain the best results. Such patients, 
if they are completely deprived of thyroid, slowly 
develop myxedema; but if they are too heavily 
dosed with thyroid extract the pain returns. The 
aim is to give them the smallest amount of thyroid 
extract upon which they are able to maintain a com- 
fortable existence. After thyroidectomy the patients 
in the present series have been allowed to go without 
thyroid extract until they became slightly lethargic 
and slightly sensitive to cold, or showed progressive 
increase in weight. At this point a dose of thyroid 
extract of 4 grain per day was usually administered. 
This amount can in certain cases be cut down, and the 
average thyroid intake of the patients in the present 
series has been about gr. } five times per week. One 
patient, one of the three female cases, is comfortable 
taking no thyroid extract at all; another is comfort- 
ably balanced on gr. } t.d.s.—the largest quantity 
taken. The best judge of the dose of thyroid to be 
taken is the patient himself, and he can regulate his 
dosage so as to maintain the maximum degree of 
comfort. 

The failures.—Three cases in the present series 
have proved unsuccessful. Two deaths have already 
been referred to, and in Case 7, the patient, aged 73, 
although he wag greatly relieved for six months, 
so that he could walk four miles instead of fifty yards, 
slowly began again to suffer from severe angina of 
effort. It is remarkable, however, that there have 
been no operative deaths ; the patient who died three 
weeks after operation might have so died suddenly 
at any time, as was evident from the extremely 
diseased state of his heart. 

The beneficial effect—Two theories have been put 
forward to account for the relief of pain by thyroid- 
ectomy. The first of these is that the basal metabolic 
rate is so lowered as to relieve the cardiac burden. 
That this does not fully account for the relief is shown 
by the fact that patients do not need to be reduced 
to the level of chronic myxcedema before the pain 
is relieved. It is remarkable that pain diminishes 
very soon after the operation and before there is much 
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DURATION OF SYMPTOMS BEFORE, AND COURSE SINCE, OPERATION 


Time 
since 
operation 


Duration of 
illness before 
operation. 


Alive 
or Result. 
dead. 


Remarks. 


‘ie 
Electro- — = Blood Coronary 


cardiogram . X ray. | Pressure. thrombosis. 


2 years, 
A. of E.+Sp 


2% years, 


A. of E. +Sp. 


7 years, 
A. of E. 


7% years, 


. of E.+Sp. 


9 years, 


.of E.+Sp. 


4 years, 
A. of E. 


8 years, 
A. of E. 


3 years, 


. of E.+Sp. 


(months). 


A. 


A. 


A. 


> D.: 
Cor. thr 


A. 


G.1.,W. 


G.1.,W. 


1, We 


G.1.,W. 


I., then 
L.8.Q. 


Foreman at 
motor-car 
works. 
Steeplejack. 


Gardens and 
cycles. 


Prev. bed- 
couch, now 
walks. 


Working 
silversmith. 


Walked 4 miles 
at first. 


Walks and 
gardens. 


S-T, elevated, 
QRS0-1. 


Q, 2 mm. 


T, « flat, 
T, inverted. 


Lt. + only. 


S-T, elevated 
4mm. 


8S, absent. 


T, flat. 


T, flat; later 
T, upright. 


+ 


Sys. + 
Not + 
Sys. + 


Dia. + 


Sys. + 
Dia. + 
Not + 


Not + 


20 months after 


operation. 


0 


6 and 2 years 
before operation. 


6 months after 
operation ; fatal. 


0 


9 months before, 
pain increasing. 


5 years, ° J. Walks without 
A. of E. pain. 


3 years, ee ' x @ Walks without | Q RS 0-1, T, flat, Not + 
in. 


A. of E. 


2 years, 5 ee Walks without 


Sp. 


8 years, 3 weeks. D., 
A. of E. syncope 


Explanation of 
V.= working. I. 


reduction in the basal metabolic rate. The second 
theory is founded on anatomical studies of Weinstein 
and Hoff (1937), who think that during thyroidectomy 
branches of the superior and middle cardiac nerves 
of the sympathetic and the superior cardiac rami 
of the vagus are divided. Their evidence certainly 
suggests that the relief is partially or temporarily 
due to such nerve division, It does not, however, 
explain why patients who are given too much thyroid 
extract after thyroidectomy suffer again just as 
severely as before from their pain. A third possible 
theory is that thyroxine has, as one of its properties, 
the sensitisation of visceral nerve-endings to stimuli, 
such sensitivity being in proportion to the amount 
of circulating thyroxine. This explanation fits in 
with the diminution in pain, or the accentuation of 
pain, which comes from withholding thyroid extract 
or giving it in excess. I have observed that this 
increase or decrease follows three or four days after 
such changes in the dosage. This time-lag is what 
would be expected if the third theory were correct. 


Surgical Technique 
(PROF. PATERSON ROSS) 


Subtotal thyroidectomy for toxic goitre may be 
difficult because of the vascularity and friability, 
and sometimes the size of the gland, but injury to 
the recurrent laryngeal nerves and parathyroid bodies 
is avoided by leaving the posterior surface of the 
lateral lobes behind. Removal of the normal thyroid 
gland for cardiac pain is usually a more difficult 
procedure, the integrity of the recurrent nerves 
and parathyroid glands being a constant source of 
anxiety when the success of the operation depends 
upon the removal of every particle of thyroid tissue. 


Weinstein, A. A., and Hoff, H., Surg. Gynec. Obstet. 1937, 
64. 165. 


Low voltage, + Sys.+ | #21 and 5 years 
QRS, 2 s, T« flat. before operation. 


3 years before 


T, inverted. operation. 


T; inverted. + Sys. + 0 


Bundle lesion + Dia. + 
(R +). 


Table: A. of E.= angina of effort. Sp.= spasmodic angina. G.I.= greatly improved. I.= improved. 
8.Q.= in statu quo. Cor. thr.= coronary thrombosis. 


Each operation carries its own risk to life ; yet in the 
case of toxic goitre this may be met by adequate 
pre-operative care, and it is surprising how well 
the subjects of myocardial disease stand the strain 
of thyroidectomy. In the present series our chief 
concern has been not with the general condition of 
the patient but with the anatomy of the neck. 

General anzsthesia with nitrous oxide and oxygen 
has been used, preceded when necessary by Avertin, 
and supplemented by local infiltration of the sub- 
cutaneous tissue with Novocain 0-25 per cent. and 
adrenaline 1 in 500,000. It must be remembered 
that 3 minims of adrenaline (1 in 1000) can produce 
an attack of pain in many patients, but as it is rarely 
necessary to inject more than 75 c.cm. of the novocain- 
adrenaline solution the amount of adrenaline given 
will be harmless, 

The technique of the operation is similar to that of 
partial thyroidectomy as far as the exposure of the 
gland. The lateral lobe on one side is then grasped by 
tissue forceps (Lahey’s pattern), and as it is drawn 
forwards and inwards the sternothyroid muscle and the 
sheath of deep cervical fascia are stripped off its surface 
with blunt dissecting forceps until the superior and 
inferior thyroid arteries are defined. The superior 
artery and vein are ligated and divided, but the 
branches of the inferior artery are picked up on the 
capsule of the gland. This method, though more 
tedious and difficult than ligating the main trunk of 
the inferior thyroid artery, leaves behind an island of 
fat which is situated on the vessel close to the point 
at which it divides into its primary branches, and 
which contains the inferior parathyroid body. Though 
it would be quite simple to tie the artery lateral to this 
fatty island, as is frequently done in partial thyroid- 
ectomy, I consider that this step would be very 
likely to devascularise the parathyroid after total 
thyroidectomy. 
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When clamping the branches of the inferior thyroid 
artery mosquito forceps are used and great care is 
taken to isolate every vessel before it is picked up so 
as to avoid the risk of including the recurrent laryn- 
geal nerve in a ligature. In many cases the connective 
tissue is of loose texture and it is easy to define the 
nerve. Not infrequently, however, as D. D. Berlin has 
pointed out, the postero-lateral aspect of the lobe is 
closely bound to the trachea by dense fibrous tissue, 
and the nerve may run either superficially or deeply 
embedded in this tissue. I have encountered difficulty 
with this adherent zone in 4 of the 12 operations in this 
series, and under these circumstances I have not 
proceeded to dissect out the other lobe until the 
anesthetist has determined by direct laryngoscopy 
that both vocal cords were moving properly. 

When looking out for the recurrent nerve one must 
not be lured into a false sense of security by knowing 
that one is still superficial to the inferior thyroid 
artery. In a fair proportion of cases the nerve runs up 
superficial to the artery, this abnormality being more 
frequently encountered on the right side. When the 
branches of the inferior thyroid artery have been 
secured the posterior border of the lobe can be dis- 
lodged easily from its bed and the isthmus is never 
closely adherent to the trachea. A similar procedure 
is then carried out on the remaining lobe. 

Thus far we have been fortunate enough to escape 
the complication of laryngeal palsy, but in one case the 
patient complained of a curious paresthesia along 
the ulnar border of his forearms which we regarded as 
a premonitory symptom of calcium deficiency. We 
are always prepared with Parathormone and calcium 
in case of emergency, but thus far we have not had to 
treat tetany after total thyroidectomy. 

The whole operation has to be performed so 
delicately, in order to preserve the structures lying 
behind the lateral lobes of the thyroid, that one cannot 
help wondering what injury is being done to the 
sympathetic afferent fibres which lie close behind 


the gland, whose conductivity is supposed to be. 


blocked by the trauma of the operation. They are 
believed to form a plexus connected with the middle 
and superior cervical ganglia, yet deliberate excision 
of these ganglia fails to produce results comparable to 
total thyroidectomy ; and it is supposed that the 
injury to this plexus is sufficient to destroy its function 
for a period of weeks—at any rate till the fall in 
metabolic rate is sufficient to have its own beneficial 
effect. 

One patient in the present series (No. 9) is of 
particular interest in this connexion because he suffered 
from angina of effort, and had in addition signs of mild 
hyperthyroidism with a basal metabolic rate of 
+- 20 per cent. His post-operative course was that of 
a case of toxic goitre, and he obtained complete 
relief from cardiac pain only after his pulse-rate 
had returned to the normal level, and when there was 
clear evidence of decline in the thyroid over-activity. 
It must be remembered that all the other patients 
submitted to total thyroidectomy have had subnormal 
basal metabolic rates before operation, and although 
I do not wish to reject the theory that there is a 
nervous factor in the early relief of cardiac pain 
after this operation, I must point out that we do not 
know how much of the benefit may be the direct 
effect of stopping the thyroid secretion in an individual 
whose metabolism is already subnormal. The small- 
ness of the dose of thyroid substance required to 
maintain an adequate metabolism after operation, 
and the fact that an overdose can produce pain, 
serve to stress the importance of making sure that no 
fragment of the thyroid gland is left behind which, 
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by a natural process of hypertrophy, might cause a 
recurrence of angina, 


Summary 


Twelve cases are described in which thyroidectomy 
was performed for the relief of severe angina of 
effort and spasmodic angina. The length of time 
which has elapsed proves that this measure is of 
great and lasting benefit in appropriately chosen 
cases. The method of choosing cases and the points 
of particular interest are described. 

Some of the expenses incurred in the follow-up 
of the later cases of this report were met by a grant 
from the Medical Research Council. 





MACROCYTIC HAMOLYTIC ANAZMIA 


ASSOCIATED WITH INCREASED RED CELL 
FRAGILITY 


By S. C. Dyke, D.M. Oxon., F.R.C.P. 


PATHOLOGIST TO THE ROYAL HOSPITAL, WOLVERHAMPTON ; AND 


Freipa Youne, M.B. Lond. 
LATE ASSISTANT PATHOLOGIST AND RESIDENT MEDICAL 
OFFICER AT THE HOSPITAL 


(From the Anemia Clinic of the Hospital) 


Now that pernicious anemia is firmly established 
as an entity and a satisfactory remedy for it is avail- 
able, the existence of a group of anzemias closely 
resembling it but of entirely different etiology and 
irresponsive to liver has become evident. These 
anzemias are both macrocytic and hemolytic; in a 
few cases, as in those described by Davidson (1932) 
and by Davidson and Fullerton (1938), it has been 
possible, usually after death, to find some causal 
factor such as hepatic disease or lymphadenoma, 
but there remains a large residuum to which no 
definite «tiology can be assigned. Wilkinson and 
Israéls (1935) were able to demonstrate the anti- 
anemic principle in the liver of such cases after 
death and ascribed the anemia to inability to make 
use of it, for which reason they suggested the name 
‘“‘achrestic anemia” for the group. Whether this 
is the true explanation of the failure in hemopoiesis 
seems doubtful. 

The most striking features of this condition are ; the 
hemolysis, as shown by excess of the serum bilirubin 
in the face of a negative direct van den Bergh reaction ; 
the irregular and excessive action of the hemopoietic 
system, as shown by the presence of excessive numbers 
of nucleated red cells and reticulocytes in the circulat- 
ing blood ; and the hyperplastic state of the bone- 
marrow. The mean diameter of the red cells is always 
increased—though this appears to vary at different 
times in the same subject—and the anemia is therefore 
of macrocytic type with a colour-index usually above 
unity as in pernicious anemia. Kremer and Mason 
(1936) demonstrated that this macrocytosis is due to 
an increase not simply in the mean diameter of the 
red cells but in their mean volume. It is probable 
that estimation of the mean volume or volume index 
of the red cells is one of the surest means of identifying 
this condition, and we regret that this was not 
recognised until towards the end of the present 
investigation. 

The criteria in selecting cases in the present series 
have been an increase in fragility of the red cells as 
shown by the method of Whitby and Hynes (1935), 
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and an increase in their mean diameter shown by the 
halo method, together with evidence of hemolysis 
and of disordered activity of the bone-marrow. 
The spleen in these cases is always increased in size ; 
it may not be palpable during life but on removal 
at operation or after death its weight is usually found 
to be 200-500 g. 

The clinical course of these hemolytic anzemias 
is very variable. It may be extremely acute with 
sudden onset and death in a few days or may extend 


FIG. 1 (Case 1) 
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with remissions and relapses over many years. The 
acute form mainly affects children and young adults 
and the chronic mainly older people, but all gradations 
are met with. Chronic cases are at first almost 
always diagnosed as pernicious anzemia ; in the acute 
type the age at onset and the associated high tempera- 
ture and grave constitutional symptoms prevent any 
such confusion, but the clinical picture may closely 
simulate that of an acute or subacute septicemia. 
It seems to have been cases of this acute type which 
Benhamou (1929) described as “acute hemolytic 
anemia,’ and, as Lovibond (1935) and Davidson 
suggest, accumulating evidence appears to point 
to the conclusion that the so-called Lederer’s anemia 
to which Lederer (1925, 1930) drew attention is the 
same condition. 

So far as the treatment of this type of anemia is 
concerned all later writers agree on the inefficacy 
of the anti-anemic principle of liver, iron, vitamin B, 
thyroid, and all other recognised hematinics. Some 
have attributed benefit to splenectomy but there are 
insufficient data for a definite conclusion. For 
this reason the following six cases observed in the 
Royal Hospital, Wolverhampton, are here described. 


CASE RECORDS 


CASE 1.—Female aged 31. First seen May 3lst, 
1937, with Dr. E. Yule of Nuneaton. Healthy until 
1931 when many teeth were extracted for ‘‘ ulcerated 
gums and dental decay.’”? About this time she 
developed lassitude and pallor with slight jaundice, 
and spent some months in a London hospital without 
benefit, returning home with a diagnosis of anorexia 
nervosa. She was then treated for mild anwmia for 
three months with liver injections. In May, 1936, 
lassitude and anorexia returned with vague abdominal 
pains. Appendicectomy was performed in February, 
1937, and a month later she became pale and 
jaundiced and showed increasing dyspnoea on exertion 
with swelling of the ankles. Thereafter there was 
general deterioration, 
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When first seen she was feverish, drowsy, and 
semi-comatose. The skin was extremely pale with 
slight but definite icterus. Numerous hemorrhages 
were seen in both retinw. Blood: hemoglobin, 
10 per cent.; red cells, 580,000; white cells, 13,100 
(polymorphs 83 per cent.). There was much aniso- 
cytosis and poikilocytosis of red cells with numerous 
nucleated and stippled forms, and reticulocytes were 
present in very large numbers. The serum gave a 
strongly positive indirect van den Bergh reaction 
(bilirubin 44 mg. per litre). Diameter of red cells not 
determined. 

Three blood transfusions of a pint each given by 
Dr. Yule in the next ten days with only slight 
improvement. On June 12th, when admitted to 
hospital, the patient’s clinical condition was much as 
before. Blood: Hb., 22 per cent. ; red cells, 920,000 ; 
colour-index, 1:22 ; mean diameter of red cells (halo), 
8-0 u; reticulocytes, 42 per 1000 red cells ; white 
cells, 1200 ; fragility of red cells increased (Fig. 1). 

Despite numerous blood transfusions the condition 
showed little change and unless something could be 
done to modify the dyscrasia of hzmopoiesis early 
death seemed probable. On June 24th her hemo- 
globin was raised to 30 per cent. and red cells to 
1,600,000 by transfusion, and the spleen was removed 
by Mr. R. Milnes Walker under gas-and-oxygen. 
Continuous-drip blood transfusion was maintained 
during the operation and the patient returned to the 
ward in rather better condition than when she left it. 
For some days her condition remained precarious 
but thereafter she gradually improved and on July 20th 
she returned home at her own request. Fragility of 
the red cells was then normal (Fig. 1) but blood 
showed only 25 per cent. of hemoglobin, red cells 
940,000, and reticulocytes 116 per 1000. The normal 
fragility of the red cells may have been due to replace- 
ment of the patient’s own cells by those in the 
transfusions. 

After her return home she gradually improved. 
In September her blood showed Hb. 55 per cent., 
red cells 2,840,000, colour-index 0-91, reticulocytes 
44 per 1000, and red cell fragility as before splenec- 
tomy (Fig. 1). When she was last seen in January, 
1938, the blood had further improved (Hb., 76 per 
cent.; red cells, 3,200,000; colour-index, 1-18) 
though films still showed nucleated red cells and 
16 reticulocytes per 1000. There was no jaundice 
and the patient appeared in fair health. 


CasE 2.—Male aged 60. First seen in March, 
1936, with Dr. R. L. Mackay of Wolverhampton. 
History of increasing lassitude and pallor for three 
years. Nothing abnormal on physical examination. 
Blood: Hb., 30 per cent.; red cells, 2,000,000 ; 
white cells, 5600 (polymorphs 43 per cent.); mean 
diameter of red cells (halo), 8u; considerable aniso- 
cytosis and poikilocytosis of red cells with numerous 
nucleated forms. To test the response to optimal 
dosage of liver extract, all treatment was withheld 


FIG. 2 (Case 2) 
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for two weeks and a parenteral dose of 6 c.cm. of 
extract of known potency was then given. On the 
sixth day from the injection the blood showed no 
reticulocytes, on the seventh 32 per 1000 red cells, 
on the eighth 38, and on the ninth day 10. By this 
time the red cells had fallen to 1,500,000 per c.mm. 
It was thought advisable to continue the liver injec- 
tions, but by November it was evident that the 
patient was making no improvement and he was 
admitted to hospital. Blood: Hb., 25 per cent. ; 
red cells, 1,340,000; colour-index, 0-96; mean 
diameter of red cells (halo), 8-lu; reticulocytes in 
excess. Red cell fragility increased (Fig. 2). Van 
den Bergh reaction positive indirect with bilirubin 
2-7 mg. per litre. Fractional test-meal showed 
free HCl. 

By drip transfusions the hemoglobin was raised to 
38 per cent. and the red cells to 2,000,000 per c.mm., 
and on Dec. 8th a moderately enlarged spleen was 
removed by Mr. Milnes Walker. The patient received 
blood by drip transfusion during the operation, which 
he stood well. Next day the blood showed Hb. 38 per 
cent. and red cells 2,300,000. Five days later the 
fragility of the red cells was somewhat diminished 
(Fig. 2). He continued to improve and left hospital 
16 days after the operation. 

For the first few weeks the patient did well and 
he was able to resume work. In January, 1937, his 
hemoglobin was 45 per cent. and red cells 3,400,000. 
This was the high-water mark: a month later the 


FIG. 3 (Case 3) 
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hemoglobin was 41 per cent., with red cells 2,080,000, 
and in March the fragility of the red cells was greater 
than before splenectomy (Fig. 2). Thereafter he 
deteriorated slowly until by June the old symptoms 
of lassitude and pallor had reappeared, hemoglobin 
had fallen to 24 per cent. and red cells to 1,060,000. 
He was readmitted twice in June, receiving 30 oz. 
of blood on each occasion. Fragility of the red cells 
afterwards fell slightly (Fig. 2) but there was little 
improvement in his general condition. After the last 
transfusion he went abroad on holiday during which 
he died, apparently of pneumonia. 


CASE 3.—Male aged 60. Seen at the request of 
Dr. A. H. D. Smith of Llanelly. Each year for nine 
years he had had attacks of lassitude associated with 
jaundice and vomiting lasting about three months 
with intervals of comparatively good health. The 
condition had been diagnosed as pernicious anzwmia 
and he had received intensive treatment with liver 
extract both orally and parenterally; Dr. Smith 
reckoned that altogether he must have received liver 
preparations costing the National Health Insurance 
service between £200 and £300. Admitted to hospital 
for investigation on Sept. 20th, 1937, he was well 
nourished but pale, and the skin and conjunctive 
were slightly icteric; spleen palpable. Blood: 
Hb., 67 per cent. ; red cells, 3,200,000 ; colour-index, 
1-04; mean diameter of red cells (halo), 84; white 
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FIG. 4 (Case 4) 
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cells, 5100; much anisocytosis and poikilocytosis of 
red cells with many nucleated forms; reticulocytes, 
2 per 1000. Fragility of red cells increased (Fig. 3). 
Positive indirect van den Bergh reaction (serum 
bilirubin 13 mg. per litre). Fractional test-meal 
showed no free HCl. 

On Nov. 8th, 1937, the spleen was removed by Dr. 
Smith. Thereafter the patient was very well until 
the end of January, 1938, when he had an attack of 
vomiting and malaise similar to those before splenec- 
tomy. On Feb. 22nd, 1938, he was deeply jaundiced, 
pale, and short of breath. Blood: Hb., 35 per cent. ; 
red cells, 1,350,000; colour-index, 1:3; mean 
diameter of red cells (halo), 8u; nucleated red cells 
so numerous that white cell count was almost 
impossible ; much anisocytosis but not much poikilo- 
cytosis ; reticulocytes, 38 per 1000. The red cells 
were even more fragile than before splenectomy 
(Fig. 3). The patient was at this time too ill for 
further investigation. When last heard of a fortnight 
later he was said to be improving. 


CasE 4.—Male aged 67. Admitted to hospital 
under Dr. R. L. Mackay on Nov. 3rd, 1936, with a 
history of increasing pallor, lassitude, and dyspnoea 
for 3-4 years. On admission well nourished but very 
pale. Blood: Hb., 40 per cent. ; red cells, 1,600,000 ; 
white cells, 14,000; colour-index, 1:25; mean 
diameter of red cells (halo), 84; 22 nucleated red 
cells to 100 white cells; reticulocytes, 6 per 1000; 
much anisocytosis. Van den Bergh reaction positive 
indirect with serum bilirubin 8-0 mg. per litre. 
Fragility of red cells increased (Fig. 4). Fractional 
test-meal showed no free HCl. No reticulocyte 
response to injection of liver extract of known 
potency. After the first week in hospital patient was 
slightly pyrexial. 

As no improvement was apparent after a month 
splenectomy was performed by Mr. Milnes Walker. 
Drip transfusion was maintained during the operation 
which the patient stood well. Next day the tempera- 
ture rose and he’ died five days later. Post-mortem 
examination showed the immediate cause of death to 
be a purulent bronchitis. 


CASE 5.—Male aged 55. Seen with Dr. C. Spackman 
of Wolverhampton and admitted to hospital May Ist, 
1937. Seventeen years before he had been operated 
on for anal fistula and he had had trouble with 
defecation, with occasional passage of blood, ever 
since. There had been increasing lassitude and 
pallor for last 2-3 years, and latterly considerable 
pain and stiffness of the back. On admission he was 
pale but well nourished. Radiography showed 
extensive osteo-arthritis of the spine. Examination 
under anzsthesia showed considerable scarring of the 
anus but no ulceration or other source of bleeding 
to account for the anemia. Blood: Hb., 38 per cent. ; 
red cells, 1,630,000; colour-index, 1:18; mean 
diameter of red cells (halo), 7-834; considerable aniso- 
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FIG. 5 (Case 5) 
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cytosis but little poikilocytosis ; reticulocytes, 6 per 
1000. Van den Bergh reaction positive indirect 
(serum bilirubin 4-5 mg. per litre). Fragility of red 
cells increased (Fig. 5). Fractional test-meal showed 
free HCl. 

Blood transfusion raised the hamoglobin to 50 per 
cent. and red cells to 2,490,000. Splenectomy was 
suggested but refused. Blood was already showing 
deterioration when the patient left hospital a week 
after the last transfusion, and he died three months 
later. 


CasE 6,—Female aged 45. History of lassitude, 
malaise, and bouts of abdominal pain for four years. 
She had been treated for pernicious an#mia with 
injections of liver. In July, 1937, radiography 
showed ‘“ non-filling gall-bladder; probably gall- 
stones.’”’ In September, 1937, she was admitted to 
New Cross Hospital, Wolverhampton. The blood 
then showed : Hb., 50 per cent. ; red cells, 2,920,000 ; 
colour-index, 0-86 ; mean diameter of red cells (halo), 
8-2u. She discharged herself and thereafter her 
general condition rapidly deteriorated. Admitted 
to the Royal Hospital on Nov. 5th, 1937, she was 
profoundly anw#mic and wandering. The hemoglobin 
was less than 10 per cent. and the red cells only 
480,000 ; volume index of red cells, 2-4; much 
anisocytosis of red cells, with nucleated forms present 
in fair numbers; reticulocytes, 10 per 1000. Van 
den Bergh reaction positive indirect (serum bilirubin 
10-1 mg. per litre). Fragility of red cells increased 
(Fig. 6). In spite of two transfusions the condition 
deteriorated. Five days after admission she developed 
bronchitis and she died five days later. Post-mortem 
examination showed a normal gall-bladder and no 
obvious disease of any organ. Spleen moderately 
enlarged. 


HISTOLOGICAL FINDINGS 


Spleens were available for examination in Cases 
1, 2, 3, 4, and 6; all were moderately enlarged. 
The spleen from Case 1 showed several areas of 
infarction, but this feature was absent in the other 
specimens. None showed excess of fibrosis and the 
enlargement appeared to be mainly due to congestion 
with blood and to proliferation of the endothelial 
elements. A striking feature of all of the spleens 
(and especially in Case 4) was the large number of 
nucleated red cells. All showed phagocytosis of the 
red cells by the endothelial elements; whether this 
was confined to the nucleated red cells could not be 
determined. 

Bone-marrow removed post mortem from Cases 4 
and 6 was examined. Macroscopically it was dark 
red and appeared to be highly hyperplastic. Micro- 
scopically the hyperplasia appeared to be confined to 
the erythroblastic elements. 
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DISCUSSION 


The most striking features common to the above 
cases are :— 


1. Anzwmia with hemolysis shown by bilirubinemia 
and a serum van den Bergh reaction of the indirect 
type. 

2. Increase in the fragility of the red cells. 
8. Increase in the mean diameter of the red cells 
with consequent high colour-index. 

4. Protracted course with remission and relapse. 

5. Abnormal activity of the hemopoietic system, 
shown by the presence of numerous nucleated red 
cells and reticulocytes and by hyperplasia of the 
bone-marrow. 


6. Moderate splenic enlargement with endothelial 
proliferation and phagocytosis of red cells. 


This macrocytic hemolytic anemia irresponsive 
to liver shares with congenital acholuric jaundice 
of the Chauffard type an increased fragility of the 
red cells and there has been a tendency in the past 
to identify the two conditions. Actually, however, 
this is the only striking resemblance between them 
and their points of dissimilarity are far more 
numerous. First, cases of the Chauffard type always 
declare themselves early in life, whereas the anemia 
under discussion usually begins after 30. Secondly, 
in the former a family history can usually be obtained 
and it is the rule for more than one member of a 
family of brothers and sisters to be affected, whereas 
there is usually no family history in macrocytic 


FIG. 6 (Case 6) 
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hemolytic anemia. In the present series Case 1 
had three sisters, all of whom were subject to rather 
frequent bouts of ill health, but examination of their 
red cells did not reveal increased fragility (Fig. 7). 

Finally a very important difference is in the morpho- 
logy of the red cells. In the Chauffard type the red 
cells tend to be spherical; their mean volume is 
indeed slightly increased but the net result of the 
alteration in shape without great increase in individual 
bulk is that in wet films, as when viewed in the 
hemocytometer chamber, they appear smaller and 
by the halo method give subnormal readings of 
the mean diameter. The hemolytic anemia under 
discussion is however macrocytic; the variation in 
the size of the red cells is far greater than is usual 
in cases of the Chauffard type and many of the red 
cells are considerably larger than normal. The 
preponderance of these macrocytes is usually so great 
as to be easily recognisable in wet or dry films of the 
blood and to give by the halo method readings of 
the mean diameter well above normal. 
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The response to splenectomy of these two types of 
hemolytic anemia points strongly to the conclusion 
that they bear no essential relation to each other. 
In the Chauffard type the effectiveness of splenectomy 
has long been recognised and the operation can with 
reasonable certainty be guaranteed to bring about 
disappearance of the symptoms, whereas, from our 
results in the present series, its value seems very 
doubtful in the acquired type of hemolytic anemia 
here under discussion. 

In Case 1 the patient was desperately ill at the 
time of the operation; her condition remained the 
same for a few days and thereafter improved slowly. 
When last seen three months after the operation she 
was in moderate health but still anwmic and the 
blood showed very large numbers both of nucleated 
red cells and of reticulocytes, indicating a persistence 
of the dyscrasia of hwmopoiesis. She had recovered 
spontaneously from at least one previous attack of 
hzmolysis and might similarly have recovered from 
this more severe attack. 

In Case 2 the patient recovered well from the, 
operation and was able to return to work, but some 
months later he relapsed and died apparently of an 
intercurrent infection. Similarly in Case 3 the patient 
was extremely well after the operation but some 
months later passed into a relapse differing in no 
way from those he had been experiencing for the 
past nine years and in the course of which his blood 
gave ample evidence of the persistence of the 
dyscrasia of hwmopoiesis. 

In Case 4 the patient died of an intercurrent 
infection before it was possible to determine the 
effect of the operation upon the course of the anzmia, 
and in Cases 5 and 6 the patients refused operation. 
Both died. 

In the case described by Lovibond (1935), 
splenectomy did not prevent death. Of the four 
patients of Wilkinson and Israéls (1938) three survived 
splenectomy and the operation was followed by slow 
but definite improvement, though neither the red 
cells nor the hemoglobin appear to have returned 
to a normal level. The same applies to three of 
Davidson’s cases (Davidson and Fullerton 1938) 
which survived splenectomy, and in one of these 
some time after the operation the blood still showed 
a reticulocytosis. Mason (Kremer and Mason 1936) 
considered that his two patients were benefited by 
splenectomy ; he suggested that the operation may 
fail when it is performed before the red cells have been 
brought to a sufficiently high level by drip transfusion. 

Thompson (1936) writing from the spleen clinic 
of the Presbyterian Hospital, New York, found that 
in hemolytic anemia associated with splenomegaly 
removal of the spleen was followed by good results 
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only in what he calls “typical” as opposed to 
“atypical” cases. His criterion of “typical” 
cases was the presence in the blood of spherical 
microcytes, so that these clearly had acholuric jaundice 
of the Chauffard type, whereas a proportion of his 
“atypical” cases probably had the macrocytic 
hemolytic anemia here under discussion. An 
important point arising from Thompson’s paper 
is that increased fragility of the red cells in the 
absence of a spherical microcytosis affords no ground 
for believing that splenectomy will be of value. 

In our opinion by removing a large mass of reticulo- 
endothelial tissue actively engaged in phagocytosis 
of red cells the splenectomy may slightly modify 
the course of the condition, but it does not cure and 
its results are in no way comparable to those in 
congenital acholuric jaundice of the Chauffard type. 
Its justification in this condition appears to be 
debatable. 

SUMMARY 

Six cases of anemia of macrocytic type are 
described showing the common features of increased 
fragility of the red cells, hemolysis, disordered action 
of the hemopoietic system, and lack of response to 
liver. In four of these splenectomy was carried out 
but its value was very doubtful. 

This condition bears no relationship to familial 
hemolytic anemia and constitutes a clinical and 
hematological entity for which the name of macro- 
cytic hemolytic anemia is suggested. 
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RADIOTHERAPY OF MENOPAUSAL 
MENORRHAGIA 
AND SOME COMPLICATIONS 


By T. F. Topp, M.S. Lond., F.R.C.S., M.C.0.G. 


ASSISTANT GYNASCOLOGIST TO SALFORD ROYAL HOSPITAL ; 
RESEARCH FELLOW AT THE CHRISTIE HOSPITAL AND 
HOLT RADIUM INSTITUTE, MANCHESTER 

. 


MENOPAUSAL menorrhagia is a term rather loosely 
applied to excessive uterine hemorrhage arising in 
women between 40 and 50. The condition is a 
symptom, not a disease, and its cause must be sought 
without delay. 

The purpose of this paper is to discuss the cases 
with this symptom that are best treated by radiation, 
and to draw attention to some technical and biological 
problems concerning the induction of the radiation 
menopause. In the last two years I have performed 
hysterectomy on no fewer than six patients who had 
previously been treated by radiation for menorrhagia ; 
such a sequel to a method of treatment which is 
usually offered to the patient on the grounds of its 
relative conservatism is regrettable, the more so as 
almost always interference was made necessary by 
an avoidable technical error. In addition I wish 
to draw attention to a specific post-radiation effect 
occurring in the uterus which has not, to my knowledge, 
been previously reported. 

The most serious cause of menorrhagia at the meno- 
pause is malignancy of either the cervix or body of 
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the uterus, and it is imperative to exclude this 
first before any other considerations arise. Once 
malignancy is excluded—and this necessitates a 
biopsy from the cervix and/or a diagnostic curettage— 
the other common causes such as chronic inflammatory 
adnexal disease, fibroids, chronic subinvolution, and 
Schroeder’s disease must be considered. Usually 
the history and the findings on pelvic examination 
lead to a fairly accurate diagnosis. Correct diagnosis 
is important mainly in order to avoid irradiating in 
inappropriate cases; if surgery is contemplated 
irrespective of the underlying lesion, diagnosis is a 
subsidiary problem. There is quite a large group of 
cases in which no underlying disease is obvious on 
pelvic examination, and where the hemorrhage is 
regarded, rightly or wrongly, as a manifestation of the 
physiological menopause. This group is comparable to 
the puberty menorrhagias, and will probably in time 
be amenable to treatment by hormones in like manner. 

Two chief methods of treatment of menorrhagia at 
the menopause are now employed—namely, surgery 
and radiation—there being little evidence that many 
cases will respond to hormone or other medicinal 
therapy. The practitioner has therefore mainly to 
decide which of the two major alternatives to 
recommend when the hemorrhage is severe enough 
to require treatment, and when malignancy has been 
excluded. Perhaps the simplest way is to approach 
the problem from the point of view of the radio- 
therapist and ask which are the cases in which radiation 
should not be used. These are those where there is 
any suspicion of adnexal inflammatory disease, where 
there are multiple, large, or complicated fibroids, or 
where there is any associated lesion, such as an ovarian 
cyst, that requires surgical treatment. There is also 
a group of cases where menorrhagia is complicated by 
disease of the cervix requiring amputation ; for these 
vaginal hysterectomy is often the most satisfactory 
procedure. For the rest, radiation is the simplest 
and safest treatment, and with ordinary precautions 
gives almost perfect results with no mortality and a 
minimal morbidity. Where there is a _ simple 
uncomplicated menorrhagia at the menopause the 
best treatment is induction of the artificial menopause 
by means of radiation : even with the exceptions noted 
above, this will be applicable to the majority of cases. 

RADIATION CASTRATION 

The artificial menopause can be induced by either 
X rays or radium, The dose of X rays required to 
be delivered to the ovaries to ensure a permanent 
amenorrhea in a woman of 40 is about 500 r. This 
method is the simplest in practice, since it can be 
given to an out-patient in two or three short treatments 
and the therapy can be applied accurately to the 
ovaries without affecting the uterus in any way. The 
dose of radium applied in the uterus required to 
produce a similar effect is between 1200 and 2400 mg.- 
hours. The method varies in different centres, but 
as a rule 50 or 100 mg. of radium is used screened by 
1:5 mm. of platinum or its equivalent, and covered by 
a rubber container about 1 cm. in over-all diameter 
and with an over-all length of 5 or 6em. Theradium 
is introduced into the endometrial cavity after a 
preliminary curettage to exclude malignancy, and is 
left in situ for 24-48 hours. It is advisable to suture 
the lips of the cervix together after the radium has 
been introduced for otherwise the uterus may express 
the radium and ulceration of the rectum has been 
caused by its displacement into the vaginal vault. 

The result of both methods is the same—permanent 
amenorrhea after 1-3 months. Radiation achieves 
its effect by inhibiting ovulation. It was thought for 
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a time that radium acted by its effect on the 
endometrium, but this view is no longer held. Once 
follicular activity is inhibited, the menopause follows. 
The advantages of treatment by either method are 
simplicity, safety, and certainty, with a very brief 
period of hospitalisation. Were it not for the necessity 
of a preliminary curettage in every case X rays would 
be more generally employed, since their dosage is more 
easily controlled and the specific effect on the ovaries 
is more readily obtained. Preliminary curettage 
however permits the introduction of radium into the 
uterus under the same anesthetic if the findings are 
negative. The use of radium is thus largely a matter 
of expediency, especially in hospitals lacking the 
necessary X ray equipment. 


DANGERS OF RADIATION 


Radium castration is not fool-proof. The possibility 
of rectal ulceration should the radium become 
displaced from the uterine cavity has already been 
mentioned; this may lead to prolonged invalidism 
and require surgical intervention in the form of 
colostomy or sympathectomy. The following case- 
histories illustrate several other complications that 
may arise and necessitate a secondary hysterectomy : 

CasE 1.—A married woman of 37 who had had 
menorrhagia for four years was treated at another 
hospital on two occasions in August and September, 
1935, by means of an intra-uterine application of 
radium, the dose being 2200 mg.-hours each time. 
The menorrhagia was controlled, but within three 
months the patient became very ill, lost weight, and 
suffered from a profuse foul vaginal discharge and 
intense pelvic visceral pain. Under anesthesia the 
cervix was dilated, and a thick slough was found in 
the endometrial cavity. The uterus was curetted 
thoroughly in the hopes of removing all the necrotic 
material. Nevertheless her pain increased, and her 
general condition deteriorated. Finally, six weeks 
after the curettage and five months after the initial 
treatment, panhysterectomy was carried out. The 
patient then made an excellent, though slow, recovery. 
She had no further pain or other symptoms, and 
two years later was in excellent health. 


This patient’s uterus showed extensive radio- 
necrosis affecting the whole of the endometrial cavity, 
and extending well into the muscle coat, A serious 
error in dosage was responsible for it. Either of 
her treatments alone would have been more than 
sufficient to bring on the artificial menopause, and 
had hysterectomy been carried out in the first instance 
(which probably would have been the better line of 
treatment in view of her age), she would have been 
saved much suffering and a very dangerous secondary 
operation. 

CasE 2.—A married woman of 33 was treated for 
prolonged menorrhagia in August, 1935, by means of 
50 mg. of radium inserted into the uterine cavity for 
48 hours. Bleeding ceased after two menstrual 
periods for a year, but then recurred, and loss took 
place daily for six months. Finally, in February, 
1937, panhysterectomy was done; the uterus was 
small and atrophic, and the ovaries shrunken and 
sclerotic. There was no true endometrium, but the 
uterine cavity was lined by a smooth shining mem- 
brane showing numerous telangiectatic zones and a 
ruptured varix just above the internal os which 
appeared to be the cause of the hemorrhage. The 
patient made an uneventful recovery, and has 
remained well. 

CasE 3.—A married woman of 48. She was treated 
for menorrhagia of three years’ duration in September, 
1936, by means of 100 mg. of radium inserted into 
the uterine cavity for 24 hours. The source of the 
hemorrhage appeared to be a moderately large 
fundal fibroid, and there were several smaller fibroids. 
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The patient’s obesity and unhealthy myocardium 
contra-indicated operation. After two menstrual 
periods hemorrhage ceased for a year, after which 
there was irregular bleeding again. In January, 
1938, a growth in the body of the uterus was excluded 
by curettage; a subtotal hysterectomy was then 
done, and the adnexa were removed on both sides. 
The left ovary was sclerotic, but the right contained 
a follicular cyst about 3 cm. in diameter. The uterus 
was riddled with fibroids, but none was degenerating. 
Again there was no endometrium, but a smooth 
shiny lining showing a diffuse telangiectasis, with 
several minute ruptured varices from which blood 
oozed when the uterus was squeezed. 

Case 4.—An unmarried woman of 43 was treated 
for menorrhagia of four years’ duration in May, 
1936, by means of 50 mg. of radium inserted into the 
uterus for 48 hours. There was a single uncom- 
plicated small fibroid in the anterior wall. No loss 
followed until February, 1937, when she had a severe 
flooding. Panhysterectomy was carried out. The 
uterus was enlarged, to the size of a 12 weeks’ preg- 
nancy, by the fibroid and by a hematometra. The 
endometrial cavity was again lined by a thin shiny 
telangiectatic membrane. The patient made an 
uneventful recovery, and has been well since. 

DISCUSSION 

In the first patient there was a true radionecrosis 
affecting the whole of the endometrium and spreading 
into the muscle coat. In the next three the lesion was 
again a radiation effect but had not progressed as far 
as necrosis ; it is comparable to that seen in the base 
of the bladder and in the skin after radiation treatment. 

In the first case the amount of radium used (100 mg. 
for 22 hours on two occasions at a month’s interval) 
was far in excess of the dose known to produce 
castration, and her condition arose simply from gross 
overdosage. The effect of this was tragic, though 
eventually she made a complete recovery. In the 
others the cause is more doubtful; it cannot be 
questioned that the hemorrhage came from small 


ruptured varices in the telangiectatic membrane 
replacing the endometrium. Hysterectomy was 


carried out in each case in the hope of ascertaining* 
the exact state of affairs, and the knowledge gained 
will be useful in future. The lesion found (post- 
radiation telangiectasis) is not one that gives rise to 
much trouble elsewhere ; three or four times I have 
seen hematuria as a sequel to radiation of carcinoma 
of the cervix, and it was found to be due to a 
telangiectasis of the mucosa of the bladder base, 


but in all it has spontaneously subsided within 
six months. In the skin late secondary malig- 
nancy certainly does arise and this possibility 


must be borne in mind in the uterus, though whether 
this risk justifies hysterectomy on the first recurrence 
of hemorrhage after castration is an open question. 
My feeling is rather that when bleeding recurs after 
radiation castration, it is imperative to be certain 
that there is no malignancy in the uterus, and this 
will always necessitate a diagnostic curettage. In the 
non-malignant case no curettings will be obtainable, 
and unless the hemorrhage is really excessive there is 
sufficient evidence now to justify an expectant policy 
in the hope that the condition may subside as it does 
elsewhere. I have two such cases at present under 
observation. 

It is more pertinent to ask whether such radiation 


effects are a necessary accompaniment of radium 
castration. If so there is a striking argument for 


abandoning radium castration in favour of X rays. 
It is generally accepted nowadays that radium produces 
castration by preventing ovulation—i.e., by a 
secondary rather than a primary effect on the 
endometrium—though in the first 


case there would 
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have been amenorrhea from endometrial destruction 
as well. X ray castration acts similarly, but with 
the added advantage that irradiation of the uterus 
is not necessary. The great advantage of radium is 
that it can be applied at the same time as the curettage 
is done, and if it has no deleterious action it will 
undoubtedly remain the method of choice in most 
eases, purely on grounds of expediency. There is 
evidence that the failures of radium castration are 
the result of errors in technique and are avoidable. 

In Cases 2, 3, and 4it has been possible to estimate 
the actual dose of radiation delivered to the 
endometrium—namely, 45,000, 31,000, and 28,000 r., 
the time being 48, 24, and 45 hours respectively. 
Far higher intra-uterine endometrial doses are given 
in the treatment of carcinoma of the cervix, but the 
time is much longer. The high dose effect following 
radium castration thus depends on an incorrect 
time/linear intensity factor, for the tubes used in the 
malignant cases contain 13-33 mg. in series, whilst 
the radium units in the non-malignant cases contain 
25 mg., the filtration being the same. The factors 


concerned are the screenage of the radium and the 


thickness of the rubber tubing used to hold the 
radium tubes. In the present cases the rubber 


tubing was only 1 mm. thick. By increasing this 
thickness by 1 mm, the endometrial doses would have 


been reduced to 36,000, 25,000, and 19,000 r. 
A further millimetre would have reduced the dose 
still more—to 28,000, 20,000, and 12,000 r. This 


reduction would probably have brought the doses in 
Cases 3 and 4 within the limits of endometrial tolerance. 

The obvious safeguard is to increase the thickness 
of the rubber tubing encasing the radium tubes by 
2mm. This would require tubing with a wall thickness 
of 3 mm., which is not too bulky. The distance of 
the radium from the ovaries, which is the most 
important thing, will, of course, remain constant. 
By this simple mancuvre the endometrial dose will 
be kept within reasonable limits, and the danger 
of secondary hxemorrhage from radiation telangiectasis 
should be obviated. Our present practice is to use 
50 mg. of radium encased in this manner, and left 
in the uterus for 36 hours, and so far the results have 
been satisfactory. 

CONCLUSIONS 

Radiation is the treatment of choice in most cases 
of excessive uterine hemorrhage in women approaching 
the menopause. The object is to produce permanent 
amenorrhea by inhibiting ovulation. 

Before radiation is employed malignant disease of 
the cervix or body of the uterus must always be 
excluded by biopsy. The treatment, moreover, must 
not be undertaken where there is inflammatory disease 
of the Fallopian tubes. 

Of the means available, radium has the advantage 
that it can be applied when the patient is undergoing 
the curettage required to exclude malignancy. X rays 
have the advantage that they can be applied accurately 
to the ovaries without affecting the uterus. 

The use of radium may be followed by hzemorrhage 
from telangiectasis and the endometrium. This 
condition may be treated expectantly when it has been 
ascertained that the bleeding is not due to a malignant 
change. 

The dose of radium used for producing an artificial 
menopause should not exceed 1800 mg.-hours, with a 
minimum time of 36 hours; the over-all diameter of 
the rubber container should be at least lem. In one 
of the cases described above excessive dosage caused 
extensive radionecrosis necessitating hysterectomy in 
dangerous circumstances. 
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OSTEOGENIC SARCOMA OF TIBIA 


SURVIVAL THIRTEEN YEARS AFTER TREATMENT 


By CAMERON MacLeop, M.B. Lond., F.R.C.S. 


ASSISTANT SURGEON, CHARING CROSS HOSPITAL, LONDON ; 
SURGEON TO OUT-PATIENTS, HAMPSTEAD 
GENERAL HOSPITAL 


THe extreme rarity of “cure” of a true osteo- 
genic sarcoma of a long bone justifies the following 
record. 


A clerk, aged 24, was admitted to the Middlesex 
Hospital under the care of Mr. W. Sampson Handley 
on Nov. 7th, 1924. Eighteen months previously 
he had strained his left knee posteriorly while rowing. 
Six months later he had felt an aching pain in the 
extensor muscles at the upper end of the tibia after 
taking violent exercise (rugby football). He also 
had difficulty in straightening the left knee. In 
August, 1924, a “‘ quack’ manipulated the knee for 
‘displaced cartilages and patella.”” About the end 
of September he began to get pain in the upper end 
of the left tibia, which kept him awake at night, but 
was less severe during the afternoon and evening. 
He also noticed a slight swelling on the inner side 
of the upper end of the tibia and wasting of the 
muscles of the left thigh and leg. Hot fomentations 
failed to reduce the swelling, which had since gradually 
increased in size. 

In the region of upper end of left tibia a swelling 
was found extending from } in. above the internal 
tuberosity of the tibia to a point 2 in. below this 
and from the anterior border of the tibia inwards 
and backwards for 4in. The swelling was tense and 
fluctuant at its lower border but the skin over it 
was neither red nor hot. It had become increasingly 
tender on palpation. The urine was normal. No 
radiogram appears to have been taken before treat- 
ment was commenced. 

Treatment.—On Nov. 10th, 1924, Mr. Handley 
operated under gas and open ether. A_ vertical 
incision 3 in. long was made 2 in. internal to and 
below the patella. The swelling was cut down upon 
and a portion of the growth removed for examina- 
tion. The tumour was very vascular and spicules 
of bone were felt in it radiating at right angles from 
the surface of the tibia. Four radium tubes, each 
containing 50 mg. radium bromide, were inserted 
through the incision into the tumour: 1 x 50 mg. 
downwards and outwards, 1 x 50 mg. upwards and 
outwards, 1 x 50 mg. inwards and backwards, and 
1 x 50 mg. upwards and inwards. A second vertical 
incision 3 in. long was then made 4 in. internal to 
the first incision and through it the following tubes 
were inserted: 1 x 90 mg. RaBr, into the posterior 
part of the tumour and 1 x 50 mg. RaBr, towards 
the patella. The incisions were then stitched up and 
the leg bandaged to a straight posterior splint. (It 
should be noted that radium is now always described 
in terms of radium element. Two milligrammes of 
radium bromide is approximately equivalent to 
1 mg. radium element.) The tubes were screened by 
0°5 mm. platinum. Additional screens of 0°5 mm. 
platinum were used, making a total screen of 1 mm. 
platinum. The time of radiation was 24 hours. 
The pathological report by Dr. 8S. L. Baker was: 
osteosarcoma, very cellular growth with numerous 
mitotic figures. 

Progress.—On Nov. 19th the swelling of the tibia 
was much reduced in size but there was an effusion 
into the knee-joint. On Nov. 26th the swelling was 
much less painful although a slight aching was 
occasionally present. By Dec. Ist the wounds were 
healing slowly despite considerable sloughing. On 
Dec, 5th the patient was quite free from pain and he 
was discharged from hospital on Dec. 8th. He 
was seen by Mr. Handley on Jan. 6th, 1925, when the 
incisions were still unhealed. Whilst the growth had 
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decreased in its upper and inner part, it had increased 
in its lower part and was spreading outwards over the 
region of the head of the fibula. The prominence 
of the growth in the popliteal space was much 
diminished. The patient was recommended for 
readmission with a view to burying more radium 
in the region of this outward extension. A radio- 
gram was taken on Jan. 17th, 1925 (see Figure). 


SECOND OPERATION 


At operation on Jan. 19th, by Mr. Handley, an 
incision was made over the swelling on the inner side 
of the tibia and a piece of growth removed for section. 
Radium tubes were inserted into the swelling as 
follows: 4 x 50 mg. RaBr, on the surface of the bone 
and 1 x 90 mg. RaBr, into the soft anterior surface 
of the tibia for 24 hours. The pathological report 
was : spindle-cell sarcoma with giant-cell formation. 

An operation for immunisation was performed on 
Jan. 26th at 2.25 p.m. A 6 in. incision was made 
over the anterior aspect of the left thigh. Two 
enlarged glands lying near the femoral vein were 
removed and were made into an emulsion, X rayed, 
and 16 c.cm. of this material were inserted 
at 8.10 p.m. into specially prepared abdominal 
pockets, 8 c.cm, into each. Two stabs were made 
in the skin of the anterior abdominal wall. A trocar 
and cannula were then inserted and, after removal of 
the trocar, the immunised material was placed into 
the subcutaneous tissues. The pockets were then 
closed by silkworm-gut sutures. 


The method was introduced by the late Mr. T. H. 
Kellock and I am indebted to Prof. Sidney Russ 
for the following description: ‘‘On removal of 
surgical material it was examined by a pathologist, 
removing as far as possible all normal tissues. The 
remainder was then emulsified, kept under aseptic 
conditions while being X rayed for a time necessary 
to give a lethal dose. It was then taken up into 
the barrel of a large syringe and conveyed to the 
theatre or ward. The whole operation used to take 
about 14-2 hours, during which time the material 
was kept on ice.” 


The pathological report on the lymph glands stated 
that there was no evidence of invasion by malignant 
cells. The patient was discharged on Feb. 14th. 


Progress.—By March 15th all pain had gone. 
On May 20th the mass at the upper end of the tibia 
was much reduced in diameter and the patient was 
able to resume his work. A sinus remained at the 
bottom of which bare bone could be felt and the 
case presented the clinical picture of a limited necrosis 
of the head of the tibia. The leg was watched in the 
out-patient department by Mr. Handley, the growth 
remaining quiescent until November, 1925. There 
was then some increased swelling on the outer side 
of the tibia, which pointed to some activity of the 
neoplasm over the external tuberosity. A radio- 
gram taken on Dec, 23rd (see Figure) also appeared 
to show activity in this region as there is heaping 
up of new irregular spicules of bone. The patient 
was readmitted on Jan. 7th, 1926. 


THIRD OPERATION 
At operation on Jan. llth, 1926, an incision was 


. made over the swelling on the external aspect of the 


left knee. A piece was taken for section and the 
following radium tubes inserted for 20 hours: 
4 x 50mg. RaBr,, 1 x 25mg. RaBr,,and 1 x 90 mg. 
RaBr,. The pathological report was ‘‘ Active round- 
celled sarcoma. In places there are clear areas where 
the cells stain badly and the nuclei look like spotted 
debris presumably due to the action of the radium. 
In between, however, are hyperchromatic areas of 
actively growing sarcomatous tissue” (D. H. Patey). 
The patient was discharged on Jan. 23rd but returned 
desiring amputation because he was tired of the pain 
associated with the necrosis and wished to return to 
work as soon as possible. 
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On April 12th, 1926, his leg was amputated through 
the lower third of thigh (under gas and open ether). 
Two sinuses, the diameter of the external orifices 
of which was approximately 4 in., were present on 
the inner and outer aspect of the upper end of the 
tibia. They did not penetrate deeply but reached 
only to the surface of the bone. In the orifice of 
the internal sinus there was a small yellowish piece 
of necrosed bone, firmly adherent to the tibia. The 
skin surrounding both sinuses was reddened and 
fibrosed. A vertical coronal section was made 
through the lower end of the femur and upper end 
of the tibia. The femur and knee-joint showed no 
pathological change. The normal cancellous structure 
of the upper end of the tibia had been replaced by 
irregular areas of dense ivory-like bone, especially 
in the region of the internal tuberosity and to a less 
obvious extent in the external tuberosity. This 
sclerosed condition extended for a short distance 
down the bone. Two irregular softish areas of 
necrotic-looking bone were also present, one in the 
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tated limb taken three months after the last applica- 
tion of radium showed no evidence of active growth 
and the patient has remained well for thirteen 
years. It is questionable whether the immunisation 
procedure was in any way responsible as the 
material employed (lymph glands) proved to be 
non-sarcomatous, 
BIOPSY 

Platt (1935) advises against the performance 
of a biopsy for diagnosis except as a last resort and 
with the greatest precautions. He says, however, 
“IT am satisfied that when a tumour is explored 
under a tourniquet, the dangers of inducing dis- 
semination are negligible.’ Ogilvie (1937) holds 
that the diagnosis should be based entirely on the 
history, physical signs, radiographic appearances, 
and reaction to radiation. On the other hand, 
biopsy is advocated by American surgeons. Meyerding 
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-Radiograms taken in January, two months after the first radiation, and in December, eleven months after the second radiation. 


centre of the head of the tibia and the other below the 
external tuberosity. 

Microscopical examination was made of sections 
taken from the centre of tibia; below external 
tuberosity ; and from the upper part of the muscles 
attached to the external tuberosity. No evidence 
of growth was found in any of the sections. The 
sections of bone showed irregular necrotic areas, 
collections of inflammatory cells with numerous 
plasma cells, and in one or two places masses of spindle- 
shaped fibroblasts (D. H. Patey). The patient 
was discharged on May 15th, 1926. 

On Jan. 25th, 1928, there was no sign of a recurrence. 
On August 7th, 1929, there was still no recurrence 
and all radiograms were negative. On Nov. 14th 
1934, he complained of pain in the stump and examina- 
tion showed a neuroma of the sciatic nerve. On 
August 21st, 1935, he was well and was wearing an 
artificial limb. On Jan. Ist, 1938, he wrote: I 
am pleased to say that I continue to keep in the best 
of health and carry on all normal activities. My 
weight has not varied appreciably during the last 
decade and I notice nothing to indicate any further 
trouble.” 


COMMENTS 
The growth was destroyed by large-dose radiation 
applied on three occasions within a period of fourteen 
months. On each occasion a biopsy showed actively 
growing sarcomatous tissue. Sections of the ampu- 





(1935) employs the minimal amount of trauma and 
a tourniquet whenever possible. Crowell (1935) 
analysing the cases in the American Registry of 
Bone Sarcoma mentions that 18 of the five-year 
cures had some form of operative procedure on the 
tumour at periods of from one day to five years prior 
to amputation. As Ewing (1935) points out there 
can be no record of the cases in which biopsy did 
disseminate the disease or, as Ogilvie puts it, these 
figures give no indication of the number of cures 
that might now be on record if biopsy had been 
avoided. Ewing states that biopsy should be the 
last step in the diagnosis of bone sarcoma. In the 
present case, biopsy was followed on each occasion 
by immediate interstitial radiation. 


TREATMENT AND PROGNOSIS 


Kolodny (1927), in his study of the material from 
the American Registry of Bone Sarcoma, writes :— 


‘* No astounding success has as yet been achieved 
by radiation therapy of malignant bone tumours 
and that most results here are unsatisfactory ; 
however the evidence on hand is encouraging and 
radiation is as legitimate a therapeutic procedure 
in bone sarcoma as radical surgery . . . among the 
various methods of application of radium, the intra- 
tumoral application of radium recently has gained a 
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recognised place. This procedure is hardly justified : 
it carries the dangers of an exploratory incision 
without its advantages . the cessation of growth 
of the tumour from radiation is merely temporary 
and the patient dies from local recurrence and 
pulmonary metastases.” 


As a line of treatment he suggests: “ immobilisa- 
tion of the extremity and recumbency followed after 
a few months of efficient radiation by amputation. 
Moderate prophylactic radiation of the chest is to 
be continued throughout the whole course of the 
disease.” ’ 

At the London Cancer Conference a year later 
Ewing stated that “‘ amputation alone cured some 
advanced cases as well as some early cases, Neither 
toxins alone nor radiation alone cured any.” At 
the same conference Handley (1928) outlined the 
ideas which governed the treatment of the present 
case. He said :— 


‘ For periosteal sarcoma of the long bones I have 
trusted to buried radium treatment of the tumour 
by heavy doses up to 500 mg. radium bromide 
(enclosed in 1 mm. platinum tubes) for 24 hours. 
I am able to point to quite a group of cases in which 
this treatment repeated once or more has been 
successful over long periods of time up to nine years 

- it is necessary to ignore the danger of producing 
a limited necrosis of the normal bone in the neighbour- 
hood of the tumour. Unless this risk is accepted, it 
is probable that the dose given will not be sufficient 
to kill the tumour. In many cases the conversion 
of a case of periosteal sarcoma into what clinically 
appears as a case of limited necrosis of bone is a 
necessary step in the process of cure.” 


Bloodgood (1935) advocates a thorough course of 
irradiation with deep X rays or a 4-gramme radium 
pack before resorting to biopsy or amputation and 


records ultimate cures with both X rays and radium, 
Coley (1935) analysed 70 cases of osteogenic sarcoma 
treated by irradiation without amputation during 
the ten-year period 1923-33. Sections of the growth 
were obtained in 39 instances and in 24 of the cases 
the diagnosis was confirmed by the Bone Sarcoma 
Registry. No standard technique was employed, 
both radium pack and X rays being used alone or in 
combination. Only 1 patient was treated by inter- 
stitial radiation and Coley says “ there are few cases 
when its use seems advisable.” After experimenting 
with a wide variety of methods, he advocates the 
fractional-dose method preferably with high-voltage 
X rays. Only 6 of 70 patients are still alive and 1 
of them has radiographic evidence of pulmonary 
metastases. Of the 5 remaining patients, only 1 
has survived more than five years. Coley mentions 
that 4 of the survivors had fibrosarcomas, acknow- 
ledged to be of low malignancy, 1 was a sclerosing 
osteogenic sarcoma without histological confirmation, 
and in | sarcoma developed in a bone the seat of 
osteitis fibrosa. It is interesting to note that irradia- 
tion relieved pain in 44 cases. 

As a comparison of these results with those of 
surgical treatment, mention may be made of the 
100 cases of osteogenic sarcoma at the Mayo Clinic 
from 1921 to 1933, analysed by Meyerding (1935). 
All types of operation are included in the series 
and all the patients received treatment with X rays, 
radium, or Coley’s toxins, either alone or in combina- 
tion after operation. Of the’ 100 patients, 16 were 
living five years after operation: 2 died after, and 
49 before, this period; the remaining 33 were 
untraced. Meyerding records the case of a girl 
aged thirteen alive and well eleven years after 
primary amputation, who received 17 post-operative 
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treatments with X rays distributed over the stamp 
of the tibia and over the groin and mediastinum. 


In 1935 Crowell published the five-year cures 
accepted by the American Registry. He mentions 
that 2 of the original 13 cases reported by Codman 
in 1926 had died, one eleven years after treat- 
ment with metastases in spine, ribs, and lungs, after 
having been clinically free of the disease for ten years 
or more. The other died of paralysis 24 years 
9 months after treatment. The other 11 original 
‘*‘ cures’ were still alive and free from the disease. 
Crowell’s report contains 67 cases of osteogenic 
sarcoma clinically free from the disease for five 
years or more after treatment. Of these 64 were 
treated by surgical methods, 36 by surgery alone and 
X rays, or Coley’s toxins, or a 
combination of these agents, in addition to surgery. 


Platt (1935) advocates immediate surgical treat- 
ment, usually amputation at a reasonable distance 
above the level of the tumour, followed by a course 
of Coley’s toxins for 3-6 months, which may be 
repeated. In addition, the lungs should be irradiated 
with high-voltage X rays at regular intervals, He 
records 3 five-year cures out of 30 sarcomata of 
the long bones treated by amputation; 2 of them, 
however, were extraperiosteal fibrosarcomata. Coley 
(1936) mentions that primary irradiation was 
employed in 168 instances of operable osteogenic 
sarcomata of long bones without a single cure. It 
is interesting to note, in reference to the present 
case, that he reports 5 five-year cures after late 
amputation. 


Ogilvie is of the opinion that the only hope of 
cure in osteogenic sarcoma is by amputation or 
wide resection. He states that “ there is no evidence 
that radiation has any curative value or that it 
prevents or delays dissemination.” 


SUMMARY 


A man aged 24 was treated in 1924 for osteogenic 
sarcoma of the tibia, six tubes of radium bromide 
being inserted into the growth. Two months later five 
more tubes were inserted where the tumour was 
spreading, and after another week an attempt was 
made to increase the patient’s resistance by injecting 
an irradiated emulsion of enlarged lymph glands. 
After a year’s observation six radium bromide tubes 
were inserted, the sarcoma still being recognisable 
on microscopy. Three months later (April, 1926) 
the leg was amputated through the lower third of the 
thigh, and no evidence of growth could be found 
on section. The patient remains well. 


I am indebted to Mr. W. Sampson Handley for 
permission to publish this case and for many valuable 
suggestions. My thanks are also due to the radio- 
therapeutic committee of the Middlesex Hospital 
and to Dr. H. K. Graham Hodgson for the loan of 
the radiograms. 
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TUBERCULOSIS OF THE ENDOCARDIUM 
IN A CASE OF HYPERTENSION 


By G. E..S. Warp, M.D. Lond., F.R.C.P. 


PHYSICIAN TO MIDDLESEX HOSPITAL, LONDON ; AND 


N. H. Marti, B.M. Oxon. 


ASSISTANT PATHOLOGIST TO THE HOSPITAL 


TUBERCULOUS involvement of the endocardium 
is not extremely rare but this case is interesting 
because of the association with hypertension. The 
first account of tuberculosis of the. endocardium 
appears to be that of von Recklinghausen in 1859. 
Weigert described further cases in 1879 and found 
that the right ventricular endocardium and pul- 
monary conus were the favourite sites of implantation. 
In 1896 Reichenbach estimated that, in about 10 
per cent. of those who died from miliary tubercle, 
endocardial lesions could be demonstrated, and in 
1912 Reinhard described an interesting case of 
“contact”? tuberculous lesions of the endocardium, 


The French literature contains a number of cases. 
Halbron (1933) described six in which there appeared 
to have been myocardial involvement through the 
coronary vessels. Raviart (1906) in 7683 autopsies 
on tuberculous cases found that 0°63 per cent. 
showed myocardial involvement, and Rist (according 
to Halbron), from his observations at the Laennec 
Hospital, considers the condition exceptionally rare. 
In America Baker presented a carefully analysed 
series in 1935 and reviewed the literature up to 
that time. In England Meek (1908) described two 
examples of vegetative endocarditis which he con- 
sidered to be tuberculous. Davie in 1936 described 
two similar cases, though in the first a previous 
rheumatic lesion does not seem to have been excluded 
with certainty. . 


CASE RECORD 


A man of 52 was admitted to hospital in April, 
1937, ten months before his death. He complained 
of dyspnoea on exertion, general weakness, and 
swelling of the ankles. 

First examination.—Pulse-rate 102; rhythm 
regular. Heart enlarged with gallop rhythm at 
the apex. Blood pressure 155/130. Electrocardiogram 
showed regular sinus rhythm with widening of the 
QRS to 0-12 sec. and splintering of the S in all 
leads. The P-R interval measured 1/5th sec. The 
lungs showed signs of congestion. The liver was 
slightly enlarged. There was slight cedema of the 
legs. A radiogram of the chest showed cardiac 
enlargement, more particularly of the left ventricle, 
with some pulmonary engorgement. Wassermann 
reaction negative. Blood count normal. Circulation- 
time arm to tongue 37°5 sec. 

A diagnosis of hypertensive heart failure with 
myocardial degeneration was made. He improved 
with rest, digitalis, and injections of Novurit and 
left hospital on May 8th. He was readmitted in 
February, 1938, critically ill with a history of 
dyspncea at rest, vomiting, and blood-stained sputum. 
He was suffering on admission from almost complete 
anuria. 

Second examination.—He was not cyanosed and 
his temperature was normal. Pulse-rate 120 ; regular 
rhythm. Heart grossly enlarged with gallop rhythm. 
Blood pressure 100/85. Electrocardiogram showed 
no change. The liver was enlarged. The lungs 
showed no sign of congestion. Blood-urea 125 mg. 
per 100 c.cm, Urine contained protein but no blood. 
Radiography of the chest now showed gross cardiac 
enlargement and the appearance of the lungs was 
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highly suggestive of an acute miliary tuberculous 
spread. Under the right clavicle there was a shadow 
which at autopsy was shown to correspond in size 
and position with a cavity at the right apex. 

The patient failed to respond to treatment and died 
on Feb. 28th. 

Autopsy.—The main finding was a widespread 
miliary tuberculosis. Among the structures involved 
were the lungs, the heart, the liver, the spleen, both 
kidneys, and the left suprarenal. At the apex of the 
right lung there were old adhesions and confluent 
caseous patches, one of which had progressed to 
cavitation. There was confluent caseation at the 
left apex, but no cavitation. 

The pericardium appeared normal and contained 
3 oz. of clear fluid. The heart weighed 28 oz.; 


FIG. 1.—Left ventricle showing minute miliary tubercles on 
endocardium. 


its pericardial surface showed no abnormality. The 
right auricle and ventricle were dilated, but there 
was no abnormality of the endocardia! surface. The 
muscle of the left ventricle was hypertrophied ; it 
was 25 mm, thick at a point midway between the 
atrio-ventricular ring and the apex. The endo- 
cardium of the left ventricle and auricle, particularly 
round the site of the foramen ovale, was studded 
with miliary tubercles (Fig. 1). The mitral valve 
appeared normal. No tubercles or other abnormalities 
were found in the coronary vessels. 

Microscopically the heart-muscle showed patchy 
fibrosis of the myocardium with evidence of healed 
rheumatic lesions. There was excess of fibrous tissue 
in the subendotheljal lining of the ventricle. Classical 
giant-cell systems were seen on the endothelial surface 
of the left ventricle (Fig. 2). With Ziehl-Neelsen 
stain these lesions were seen to contain tubercle 
bacilli. All the lesions were of the endocardium and 
none was discovered deep in the muscle or related 
to the blood-vessels. 

The kidneys weighed 6 oz. each. Histologically, in 
addition to the miliary deposits, they showed some 
patchy fibrosis with obliteration of the glomeruli. 
There was associated intimal thickening in a number 
of the small arterioles, which showed reduplication 
of the elastic lamina when stained by Verhoff’s 
elastin stain. 


DISCUSSION 


The interest of this case lies in the association of 
hypertension with miliary tuberculous involvement 
of the endocardium, The selective involvement of the 
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left auricle and ventricle, the absence of macroscopic 
or microscopic evidence of involvement of the coro- 
nary vessels, and the localisation of the lesions to the 
endocardial surfaces of the heart, suggest that there 
had been direct implantation from the blood in its 
passage through the left side of the heart. Post- 
mortem records of other cases suggest that this 
direct implantation is more common than coronary 
dissemination. 

Primary tuberculous vegetations on the heart valves 
analogous to streptococcal vegetations have been 
described. It is exceedingly difficult to exclude a 
previous damage or infection masked by the second 
lesion and such a possibility has been recognised 
by previous writers. Laubry’s case, referred to by 
Halbron (1933), is interesting in that an initial diag- 
nosis of rheumatic fever with anomalous features was 





FIG. 2.—Microphotograph of heart-muscle showing tuberculous 
giant-cell system in endocardium. 


made, The patient failed to respond to salicylates and 
tuberculous involvement of the endocardium was 
found at autopsy. 

The factors involved in implantation in our case 
appear to be (1) a massive blood-borne infection, 
shown by the widespread miliary lesions throughout 
the viscera, and (2) previous damage to the endo- 
cardium, shown by the excessive subendothelial 
fibrosis. A further factor may be the tendency to 
relative stagnation in the failing heart. 

It is interesting to note the complete escape of 
the myocardium in spite of the fact that some of the 
lesions in the endocardium had progressed to caseation. 


SUMMARY 


A middle-aged man suffering from hypertensive 
heart failure developed an acute miliary tuberculosis 
in which the endocardium was involved. Endocardial 
tuberculosis arises from a massive blood-borne 
infection acting on a previously damaged endo- 
cardium, 
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BREVICOLLIS 


By A. H. Bizarro, F.R.C.S. 


THERE is a definite relationship between congenital 
high scapula (Sprengel 1891) and congenital short 
neck (Klippel and Feil 1912). In both conditions 
there may be absence of the vertebre, or anomalies 
in their number, or malformed or anomalous ribs. 
Brevicollis, it seems, is an advanced stage of high 
scapula. In both conditions the descent of the 
shoulder girdle is incomplete. Further a bilateral 
high scapula may show a lowered scalp hair-line and 
therefore a relatively short neck; it also displays 
a webbed, wing-like neck as in brevicollis. The 
limitation of facial expression among frog-necked 
people may be the result of endocrine dysfunction 
for in some the expression is quite cretinoid, 


CASE RECORD 


A boy of 14 was sent to me because he complained 
of pain in his back after running. He was slow in his 
movements and thought, but anxious to learn. 
His father and mother were both short-necked, 
but one brother and two sisters were healthy and 
normal, 

Soon after birth his parents noticed that his neck 
was short and that it had something like a round soft 
tumour at the nape, but in time this fatty formation 
disappeared. He had been delivered by forceps 
which caused severe bruising and at birth had 
weighed 4 kg. His mother said she had fallen three 
steps from a ladder two months before his birth. 
He began walking at the 20th month and babbling 
at 24 years. When 3 years old he broke his right 
clavicle and right forearm, but these fractures healed 
normally. 

He had advanced dental caries and a high palate. 
His hearing was dull, particularly on the right side, 
but both auditory canals were very short and narrow. 
He had kyphosis and was funnel-chested, the ribs 
inclining upwards and joining their cartilages on both 
sides of the caved-in body of the sternum (Fig. 1). 
There was abdominal retention of the right testis which 


FIG. 1 
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was small and level with the internal abdominal ring. 
His left testis was out of reach. No callus could 
be felt around his fractures, but the limb movements 
were of normal range, apart from limitation of 
abduction ofthe arm. He had no pubic hair. 

His pulse-rate was 63. There was pulmonary 
stenosis with dilatation of the right side of the heart 
leading to deviation to the left of the apex-beat 
(report by Dr. José Nobre). The blood pressure was 
9°50/7-50 (Vaquez). Re-examined after twenty months, 
his blood pressure had risen to 11°5/8 (Vaquez) ; 
his weight had fallen from 39°5 kg. to 29°8 and his 
height had increased from 1300 cm. to 1315 cm. 
I attribute the loss of weight to the Pituitrin given 
him as part of my treatment and the slight gain in 
height to be caused by glandular insufficiency. 


The main features of the case, however, were the 
expressionless mongoloid face, the lowered nape 


FIG. 2 FIG, 3 





Radiograms showing the changes ip the cervical spine 


hair-line (extended downwards by 3 cm. of lanugo), 
the high level of the scapula, and the short webbed 
neck, This he moved well although with lateral limita- 
tion. Radiograms (Figs. 2 and 3) showed the cervical 
vertebre normal in number and shape with the excep- 
tion of the slight cuneiform appearance of the third. 
There was no atlanto-occipital fusion. The thoracic 
kyphosis was compensated above by marked cervical 
lordosis. It looked as though the trapezius muscles 
had pulled his head down on his shoulders forcing 
the spine to assume the two opposite curvatures, 
The sella turcica was slightly enlarged but there was 
no evidence of other skeletal alteration. 

He was given a course of intramuscular injections 
of gonadotropic hormone (Pregnyl, Organon) without 
beneficial effect. The day after the first injection 
he had slight shooting pains down to the scrotum 
and headache. He has been taking a small daily 
dose of pituitrin and lately thyroid extract has also 
been given but so far without improvement. Owing 
to the deep position of both testes operation 
is out of the question. Later on a plastic operation 
(after Gillies) might improve the contour of the 
neck. 

It appears that this case is a link between two 
separate conditions. Clinically it could be classed 
either as an elementary form of the Klippel-Feil 
syndrome or as a very elaborate form of congenital 
high-scapula. 
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SPONTANEOUS HAMOTHORAX 


By KENNETH M. A. Perry, M.D. Camb., M.R.C.P. 


MEDICAL FIRST ASSISTANT AND REGISTRARYAT THE 
LONDON HOSPITAL 


THE majority of cases of h#mothorax or hemo- 
pneumothorax follow trauma, and are usually 
associated with perforating wounds but occasionally 
with non-perforating blows, even without fractured 
ribs, Apart from these accidents however, there is 
a rare but definite clinical entity of ‘“ spontaneous” 
hemothorax or hz#mopneumothorax. Nineteen 
instances of this condition have been reported and 
a brief summary of these will be given. 


Rolleston (1900) described a case of fatal haemo- 
pneumothorax in a young man of 24 who was 
previously healthy. He had a sudden attack of 
severe pain in the right hypochondrium radiating 
to the right shoulder. The next day he was brought 
to hospital in a very collapsed state, the pulse-rate 
being 160. The abdomen was tender and rigid. 
A diagnosis of perforated duodenal ulcer was made 
but the patient was considered too ill for operation. 
The next day, however, he improved and there were 
signs of right-sided spontaneous hydropneumo- 
thorax ; on aspiration air and blood were removed. 
The patient died one week later and at autopsy the 
right pleural cavity contained 2 litres of dark 
coagulated blood. No perforation could be demon- 
strated in the lung and no air was found in the pleural 
cavity. The lungs were perfectly normal and no 
adhesions were found. 

Pitt, in 1900, reported a case of a boy of 18 who 
had until then been healthy but developed a right- 
sided pneumothorax from which he died. Autopsy 
showed a right-sided hemopneumothorax containing 
4°5 litres of fluid blood. Near the apex of the right 
lung was a small, protruding emphysematous bulla, 
fully 1°0 cm. in diameter. There was a defect in 
the wall of this vesicle and attached to the vesicle 
was a ruptured pleural adhesion about as thick as 
a knitting needle. Presumably the bleeding had 
come from this adhesion. 

Boland (1900) described a man aged 34 who 
developed a typical right-sided pneumothorax but 
later also signs of fluid: 2 litres of dark liquid blood 
were aspirated. Ness and Allan (1910) gave an 
account of a man of 31 who had a sudden attack of 
pain in the left chest and abdomen, followed a week 
later by a second attack during which he fainted. 
Physical examination revealed a left hamopneumo- 
thorax from which blood was aspirated. He made 
a complete recovery in six weeks. 

Fischer, in 1922, described a man of 22 who came 
to hospital complaining of a sudden pain in the 
lower part of his chest. There was definite rigidity 
of the right upper part of his abdomen. A diagnosis 
of perforated duodenal ulcer was made and laparotomy 
performed. The patient died and autopsy revealed 
a right-sided hzemopneumothorax containing five 
litres of blood. A large vesicle at the right apex 
showed a small rupture, and the edges of this rupture 
were covered with fresh coagula. 

Rudolf Kiaer (1923) gave an account of a man 
of 30 who suddenly developed a left pneumothorax 
with considerable effusion which, on aspiration, 
proved to be blood. Autopsy failed to reveal any 
pathological changes in the lung. The pleural 
surface was smooth; there was no trace of any 
adhesions and it was impossible to find any break 
in the continuity of the surface. 

Allan (1925) recorded two further instances in 
men of 20 and 38, and in both blood was found on 
aspiration. In the elder man the record of rigidity 
of the upper right quarter of the abdomen is of 
interest. Hurxthal (1928) described a man of 29 
who had had dyspeptic symptoms for three years, 
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and then developed a right hzemopneumothorax 
from which 2 litres of blood were aspirated. He 
states that the abdomen was tense and tender, 
especially in the epigastrium and in the right upper 
quandrant, suggesting the possibility of an acute 
lesion in the abdomen. The patient made a complete 
recovery. 

Doria (1928) records the case of a young man who 
was seized with pain in his right shoulder and short- 
ness of breath; a diagnosis of pneumothorax was 
made and 400 c.cm,. of air removed. Eight days 
later, because of increasing pain and dyspnecea, 
200 c.cm. of blood were aspi rated. Nitrogen replace- 
ment was used to prevent further bleeding. The 
patient recovered and was well two years later. 
Terry (1930) gives a similar account of a man of 34 
who was seized with stabbing pain in the left shoulder 
while going home in a taxi. He was extremely cold 
and very pale. He had the signs of a left hydro- 
pneumothorax. Fourteen ounces of blood were 
removed from the chest. He was treated by means 
of a blood transfusion and was put in an oxygen 
chamber. He recovered and was found to be well 
two years later, when a radiogram showed no evidence 
of organic disease in the lungs. 

Milhorat (1931) reported on a man of 20 who had 
a sudden pain in the left shoulder, followed by pain 
in the epigastrium. There were signs of a left hydro- 
pneumothorax and rigidity of the abdomen, suggesting 
the possibility of an acute abdominal lesion. Thoracen- 
tesis of blood was performed seven times. The 
patient recovered and six years later was well. X ray 
showed no evidence of disease in the lungs at any 
time. 

Housden and Piggott in 1931 described the case of 
a plumber aged 44 who for nine years had suffered 
from winter cough and occasional attacks of pain 
below the left clavicle. One day he returned from 
work at midday with severe pain in the left side of 
his chest and abdomen. On examination he was 
obviously ill, his temperature was subnormal, pulse- 
rate 100, respirations 40. He was sallow and anxious. 
There were signs of a left-sided pneumothorax. The 
patient gradually died with all the signs of internal 
hemorrhage. At autopsy the left lung was found 
completely collapsed and the left pleural cavity 
contained air and two pints of clotted blood. On 
removal the left lung showed a small puckered 
tuberculous scar at the apex, together with two 
subpleural blebs. There were two firm cord-like 
adhesions which appeared to have been torn away 
from the chest wall. The authors considered that 
the hemopneumothorax arose from these torn 
adhesions and subpleural blebs. 

Kjaergaard (1932) in his series of fifty-one cases of 
pneumothorax described one case of hemopneumo- 
thorax in a young man aged 20; he was suddenly 
taken ill one morning with pains in the left side of 
his chest. He became very pale and dyspneeic. 
Physical examination and radiography revealed a 
left-sided hemopneumothorax, and 400 c.cm. of 
blood were aspirated. He recovered and was well 
four and a half years later. 

Tait and Wakeley (1935) reported the autopsy of 
a healthy young man aged 32 who died from a 
spontaneous hemopneumothorax. They found, along 
the anterior borders of both lungs, a series of bullze 
and they succeeded in demonstrating a perforation 
in one of these bulle near the apex. Frey (1935) 
gives an account of a man aged 30 who was admitted 
to hospital with pain in the right side of his chest. 
On examination he was pale. He had the signs of a 
right hydropneumothorax and obvious rigidity of 
the right upper quadrant of the abdomen with 
diminished liver dullness. About 420 c.cm, of blood 
were aspirated from the right chest. He recovered 
and was well six months later. X ray showed no 
evidence of disease in the lungs. 

Rossell (1935) records an account of a young man 
aged 20 who, while washing himself one morning, 
was seized with pain in the left side of his chest and 
was found to have a left spontaneous pneumothorax. 


{ocT. 8, 1938 


He was treated by aspiration of air and blood, and by 
blood transfusions. Five days later, however, he 
developed a right sided spontaneous pneumothorax 
and died of asphyxia. Autopsy showed a tear of 
the viseral pleura at the left apex, but no cause for 
the hemorrhage could be found. There was a left 
hemopneumothorax with 34 litres of blood. The 
right lung was collapsed owing to a right dry pneumo- 
thorax. 

Hopkins in 1937 reported three cases, two in males 
and one ina female. In the female and in one of the 
males the bleeding however was very small in amount. 
In the third, a male aged 30, a large left-sided hamo- 
pneumothorax developed and the blood hemoglobin 
fell from 90 per cent. to 63 per cent. He was treated 
by means of thoracentesis on four occasions and 
2800 c.cm. of blood were removed. He was followed 
for two years without any evidence of pulmonary 
tuberculosis or other lung disease. Maxwell (1938) 
gave an account of a man aged 24 who awoke one 
morning with severe pain in the left side of his chest. 
This was followed by shortness of breath, and a 
feeling of fluid jumping up and down in his chest. 
He became very pale and had the signs of a left-sided 
hydropneumothorax. The chest was needled and 
blood found. Later 34 oz. of liquid blood were 
removed and later a further 30 oz. In a month 
the Jung had completely re-expanded. 


NEW CASES 


Two cases have occurred in the London Hospital 
in the last ten years. The first was a spontaneous 
hzemothorax, the patient dying six hours after 
admission; and the second a spontaneous hzemo- 
pneumothorax which recovered. 


CASE 1.—A tailor aged 26 was admitted to hospital 
on March 20th, 1933, having suddenly collapsed the 
day before with severe stabbing pain in the right side 
of his chest and shortness of breath. He was white, 
cold, and clammy. The trachea was displaced to the 
left, and the apex-beat was in the anterior axillary 
line on the left side. There was diminished move- 
ment, hyper-resonance, and diminished breath sounds 
on the right side. He died within six hours of 
admission and autopsy revealed a hemopleura, 
the hemorrhage coming from ruptured pleural 
adhesions. There was fluid, blood, and clot (106 oz.) 
in the right pleural cavity. The right lung was 
collapsed except the posterior fourth of upper lobe 
and upper and posterior angle of lower lobe. There 
were fibrous adhesions between right upper lobe 
and parietal pericardium in an area at about the 
middle of the lobe and covering greater part of right 
side of parietal pericardium. The hemorrhagic 
infiltration in these adhesions showed that the bleed- 
ing point had evidently been here, but the actual 
bleeding point was not identified. No perforation 
of the pleura was found. There was a tough tag 
of adhesion in the form of a well-defined cord (0°3 cm. 
diameter) at the right apex. Slight fibrous thickening 
of pleura and scattered fibrous adhesions over outer 
aspect of right hung. Subpleural fibrosis and anthra- 
cosis were found on the upper part of posterior 
border of right upper lobe. Several emphysematous 
bulle (about 0°5 cm. in diameter) were found in 
upper part of this area. There was great oedema 
of the left lung, the cedematous fluid being black, and 
there was also poor aeration of left lower lobe but 
no collapse. Subpleural fibrosis (up to 1 cm. deep) 
was seen in an area (about 4 cm. in diameter) at the 
summit of left apex and there were dense fibrous 
adhesions over it. There were a few delicate 
adhesions over outer and diaphragmatic aspects of 
lower lobe. 

CASE 2.—Two days before admission on March 26th 
a gown cutter aged 32 woke up in the morning with 
a ‘ stitch-like ’” pain in the lower part of his chest. 
This was followed by ‘intense shortness of breath. 
He was found to be a well-negurished man, but he 
had remittent fever up to 100° F. during the first 
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three days in hospital. He was pale and his respira- 

tion-rate was 36. His chest was hyper-resonant at 

the left apex, but there was stony dullness and absent 
breath sounds at the left base. The apex-beat was 

in the fourth right intercostal space and the trachea 
yas displaced to the right. 

On admission he had 3,600,000 red 
and his hemoglobin was 70 per cent. ; on March 28th 
the hemoglobin was 56 per cent. On March 27th 
paracentesis of the left chest produced heavily blood- 
stained fluid and on March 29th a radiogram showed 


blood -cells 


complete collapse of the left lung. There was a 
left hydropneumothorax. 
By April Ist he had only 2,500,000 red blood- 


cells and his hemoglobin was 51 per cent. Paracen- 
tesis on April 8th gave 1775 c.cm. of heavily blood- 
stained fluid and again on April 14th 1850 c.cm. of 
similar fluid was removed. He was discharged on 
May 4th after five and a half weeks with a small 
amount of fluid still present, but the lung was almost 
completely re-expanded. On August 4th he was 
quite well and there were no abnormal physical signs. 
A radiogram showed the lung completely re-expanded. 
In this series of patients all were men, excluding 
the case of Hopkins in which a pneumothorax with 
a small amount of blood is described in a woman of 
30. The age-incidence was as follows: one patient 
was 18 and another was 44; of the others, eleven 
were between 20 and 30 and eight were between 30 
and 40. There were eleven right-sided cases and ten 
left-sided. Of the twenty-one cases eight died and 
on all of these autopsy was performed. The mortality- 
rate was therefore 37-6 per cent. The immediate 
cause of death in six out of the eight. cases appears 
to have been hemorrhage, 


ETIOLOGY 

The only definite knowledge of the xtiology of a 
condition such as spontaneous hzemothorax is found 
by post-mortem investigation. In this series eight 
autopsies were performed and in three instances 
ruptured adhesions were found. The rupture of a 
vascular adhesion adequately explains the condition < 
the rupture is likely to take place when a period of 
deep respiration follows a period of shallow respiration 
and it is noteworthy that in two of the more recent 
cases in this series it is recorded that the catastrophe 
occurred on rising in the morning. Fragile sub- 
pleural air vesicles often form at the insertion of the 
adhesions into the visceral pleura, probably due to 
sear tissue being also present in the underlying lung, 
and the respiratory movement which is sufficient 
to tear an adhesion is commonly also severe enough 
to cause the adhesion to tear one of these vesicles 
and thus cause a hemopneumothorax. 

In three instances no bleeding point was found on 
post-mortem examination, but in a pleural cavity 
which contains two litres of blood a ruptured adhesion 
would be difficult to find and it seems probable that 
this was the cause in these cases also. In two of the 
patients it is stated that a perforation of a bulla 
near the apex was the cause, but it seems incredible 
that a vessel in the wall of such a bulla would bleed 
to the extent of two and a half pints, or five litres. 
Pleural adhesions are sometimes regarded as evidence 
of pulmonary tuberculosis. This is not always so; 
they may be the sequel of any pleurisy, whatever 
the cause may have been. It is important to note 
that in all these post-mortem reports it is stated that 
no evidence of pulmonary tuberculosis was found, 


DIAGNOSIS 
The history is usually of a sudden catastrophe 
often on rising in the morning, There will be obvious 
signs of a pleural effusion or hydropneumothorax, 
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but at the same time the patient will be shocked and 
show evidence of internal hemorrhage. If the chest 
is radiographed the signs will be confirmed; and 
on needling the chest pure blood, or blood and air, 
will be removed. 

If this series is reviewed it will be noticed that the 
differential diagnosis from an acute abdominal 
catastrophe, such as a perforated duodenal ulcer, 
is often difficult. In one an operation 
performed after this diagnosis had been made ; while 
in another the diagnosis of perforated duodenal 
uleer was made but the patient was considered too 
ill for operation ; while in five other instances it is 
stated that there was pain, tenderness, and rigidity 
in the upper abdomen. These are presumably due 
to the irritation of the diaphragmatic pleura with 
blood, and are in contrast to the symptoms of benign 
spontaneous pneumothorax where hemorrhage is 
small and abdominal pain is very rare. 


case was 


PROGNOSIS AND TREATMENT 


From this series it is clear that there is a high 
immediate mortality-rate from hemorrhage, and that, 
if the patient survives this, he usually recovers 
completely and the lung re-expands, In those in 
whom there are * follow-up ”’ notes, it is always stated 
that the patient was quite fit two years later and 
showed no evidence of pulmonary disease, Although 
in this series recovery was complete, there have been 
instances of chronic pneumothorax with calcification 
of the pleura, and it is possible that an irritant such 
as blood in the pleural cavity may have been the 
cause of this condition. 

The immediate treatment is that of internal 
hemorrhage. The patient should be put to bed and 
kept warm. If he is restless he should be given 
morphia, If the pulse-rate continues to rise and the 
patient becomes progressively paler that the 
hemoglobin falls below 40 per cent. a blood trans- 
fusion should immediately be given. If there is 
severe dyspnoea the patient should be given intra- 
nasal oxygen, but this is usually unnecessary, Once 
the immediate danger is passed and the hemorrhage 
has ceased, it is important to remove all the blood 
from the pleural cavity by aspiration. This enables 
the lung to re-expand more quickly and lessens the 
risk of extreme pleural thickening or calcification. 


sO 


SUMMARY 


Nineteen cases of spontaneous hemothorax or 
hzmopneumothorax collected from the literature 
and two cases from the records of the London Hospital 
are described, Practically all the patients were 
males between the ages of twenty and forty. Of the 
twenty-one eight died, and in seven instances the 
immediate cause of death was hemorrhage. In 
the eight autopSies the bleeding was found to have 
arisen from a ruptured vascular adhesion in four, and 
in the other four no satisfactory explanation was 
offered. No evidence of pulmonary tuberculosis was 
found in any of the patients, either at the time of 
onset or subsequently. Treatment is directed firstly 
to the arrest of the hemorrhage and later to the 
removal of blood from the pleural cavity to avoid 
the risk of pleural thickening or calcification. 

I am indebted to Prof. Arthur Ellis and Dr. Donald 
Hunter for permission to publish the particulars of 
their cases, and to Prof. H. M. Turnbull for the account 
of the necropsy. I am also grateful to Drs. Cecil 


Wall, Horace Evans, and W. W. Woods for much 
helpful criticism. 
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CLINICAL AND LABORATORY NOTES 


COMPLEMENTARY FEEDING OF THE 
SUCKLING INFANT 


By AupREy E. Russexy, M.B. Lond. 


ASSISTANT IN THE CHILD WELFARE DEPARTMENT, UNIVERSITY 
OOLLEGE HOSPITAL, LONDON ; AND 


Tuomas McKerown, D.Phil. Oxon. 





It has long been known that weaning is quickly 
followed by the cessation of lactation. The experi- 
mental investigations of the past few years have shown 
that this is primarily caused by the removal of the 
suckling stimulus, which plays an important part in 
maintaining the secretion of the mammary gland. 
At present an alarmingly large number of women 
in this country are forced to resort to bottle feeding 
because of difficulties which in themselves may be 
only temporary. The problem has been to maintain 
the suckling stimulus to a breast from which the 
infant cannot obtain a flow of milk. The frustrated 
infant refuses to suck, and the mother cannot avoid 
giving the bottle without injury to thé health or 
temper of the child. Once accustomed to the ease 
of artificial feeding it often refuses to return to the 
breast, 


METHOD 


These difficulties can be overcome by giving the 
complementary feed through a catheter introduced 
into the infant’s mouth with the nipple. A No, 2 or 3 
rubber catheter is attached to a glass tube which 
passes through a rubber cork at the teat end of 
an ordinary 4-oz, boat-shaped feeding bottle which 
is encased in a flannel cover and pinned to the 
mother’s dress, The infant is weighed and put to 
the breast and allowed to suck until the breast is 
emptied, or for as long as he will do so peacefully, 
As soon as he begins to refuse, which may be imme- 
diately if the breast is empty, the catheter is pushed 
gently into his mouth, care being taken to make sure 
that it passes between his gums with the nipple. 
The infant does not seem to be aware of the presence 
of the catheter and sucks vigorously as soon as milk 
flows into his mouth, The rate of flow is controlled 
by the valve at the top end of the bottle and by 
pressure of the mother’s finger on the catheter (see 
Figure), The infant is weighed at the end of the feed 
and the amount of breast milk taken in addition to 
the complementary feed can be calculated. The 
breast should be finally emptied by manual expression 
and the expressed milk set aside for the next 
complementary feed. 
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This method has been used satisfactorily in the 
breast-feeding clinic at University College Hospital, 
and has replaced the usual method of giving occasional 
or temporary complementary feeds. In practice it 
is found to be a simple procedure that can be easily 
carried out at home. 


The following are three typical cases, all primipare, 
in which its use undoubtedly prevented weaning, In 
two of them the bottle was already being used and 
the baby was refusing the breast when catheter 
feeding was started. 


CaAsE 1.—A male infant weighing 6 lb. 4 oz. was 
born on March 30th. Milk secretion was scanty 
from the begiunies and compromenhany feeding was 
started on the 5th day, t Sing gradually 
increased in accordang 
ments. By the 15t 
obtained by 
suckling and 
manual ex- 
pression was 
2 oz. in 24 
hours. At 
this time the 
child rejected 
the breast 
vigorously 
after sucking 
for a few 
minutes. 
Catheter feed- 
ing was begun 
on the 16th 
day and after 
the first few 
feeds the child 
sucked well. 
The supply of 
breast milk 
increased 
slowly to 7 oz. 
on the 25th 
day, and the complementary feeds were corre- 
spondingly reduced. By the 33rd day the child was 
taking a total of 18 oz. From this time he has 
been entirely breast fed and has gained weight 
satisfactorily. 
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CasE 2.—A female infant weighing 7 lb. was 
born on Jan. 14th. Milk secretion was satisfactorily 
established and the child was breast fed from 
birth for 4 weeks (weight 7 lb. 13 oz.). Then the 
breast milk began to fail, and the child, previously 
contented and feeding well, became restless and 
fretful at the breast. At this time the mother started 
giving complementary feeds by bottle and the child 
subsequently refused to take the breast. For 2 
days the child was entirely bottle fed. At the 5th 
week catheter feeding was begun and at the first 
feed the child sucked steadily for 10 minutes at each 
breast, taking 1 oz. of breast milk in addition to the 
complementary feed. By the 7th day of catheter 
feeding the breast milk had increased to an average 
of 2 oz. per feed, and by the 14th day to 4 oz. per feed. 
With the improvement in the breast milk the com- 
plementary feeds were correspondingly reduced until 
at the 14th day the child was completely breast fed. 


CasE 3.—A male infant weighing 5 Ib. 4 oz. was 
born on Jan. 28th. Milk secretion was satisfactorily 
established and the child was breast fed from 
birth for 13 weeks (weight 10 lb. 10 oz.), The 
mother developed an abscess in the right breast 
involving the areola. The condition made it impos- 
sible to put the child to this breast and from it 
the milk was expressed by hand. The child was 
fed only at the left breast, and the necessary comple- 
mentary feed was given by catheter, The abscess 
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was aspirated and in 10 days had healed suffi- 
ciently for the child to be put to this breast with 
which the complementary feed was now given. The 
quantity of milk obtained from the breast increased 
from }+-4 oz. per feed on the Ist day to 2-2} oz. 
per feed on the 5th day. The total breast milk was 
now sufficient for the needs of the child and the 
complementary feeds were discontinued. 


DISCUSSION 


This method has several advantages over the usual 
methods of complementary feeding. It does not 
necessitate the removal of the suckling stimulus 
from the mother, nor does it allow the child to become 
accustomed to the ease of artificial feeding. Further- 
more, as soon as the use of the catheter makes milk 
easily available the child begins to suck vigorously 
and empties the breast more completely than he 
otherwise would. It is in fact a method of supple- 
menting the breast during periods of temporary failure 
without removing the suckling stimulus. 

In each of the patients the failure to secrete an 
adequate supply of milk was temporary. It was only 
necessary to maintain the suckling stimulus while 
giving the complementary feeds and eventually milk 
secretion returned to a normal level. There are 
certain women who fail to secrete sufficient milk in 
spite of what would appear to be adequate stimulation. 
Yet even so it is possible by this method of catheter 
feeding to keep the child at the breast. The success 
of this method of complementary feeding suggests 
that by its use the number of women who are forced 
to wean their children in the early months of lactation 
could be greatly reduced, 





EPIDIDYMO-VASOSTOMY 
By Reynotp H. Boyp, M.B. N.Z., F.R.C.S.E. 


ALTHOUGH the treatment of sterility is now receiving, 


increasing attention it is still not generally realised 
that epididymo-vasostomy is not a forlorn hope but an 
operation attended by a reasonably high rate of 
success, In America as high as 40 per cent. of good 
results are claimed, while the technique described 
below has resulted in three cures in 9 patients, 
The cause of bilateral epididymal blockage is 
usually gonorrheeal inflammation which mainly affects 
the globus minor. The dozen or so ducts that emerge 
from the testis enlarge into the extremely convoluted 
coni vasculosi that form 
the globus major of the 
-—— epididymis. It is almost 
always possible to find 
an unaffected loop con- 
taining spermatozoa. 
These should invariably 
be found but they need 
not necessarily be motile 
to provide a favourable 
result. A preliminary fort- 
night’s course of four 
injections of 500 units of 
gonadotropic hormone makes easier the finding of 
spermatozoa, 
The technique I have found most successful is a 
modification of Lespinasse’s procedure ! :— 
The tunica vaginalis is opened to reveal the globus 
major from the supero-internal aspect of which a 
small ellipse is excised to expose loops of tubules. 


FIG. 1 





1 Lespinasse, V. D., Surg. Gynec. Obstet. 1917, 24, 597. 
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One of these is selected and transfixed by a No. 19 
bayonet-pointed needle carrying fine (00000) arterial 
silk (Fig. 1). Any leakage is sucked up by a hypo- 
dermic needle into a syringe and examined at once 
for spermatozoa. 

The vas is next isolated opposite the globus major ; 
usually it is straight but sometimes it may be some- 
what convoluted and a more proximal portion must 
then be used; in such a case care must be taken to 
anchor the union without tension from the weight of 

the testicle. A longi- 


FIG. 2 tudinal incision is 
now made into the 

Silk thread jumen of the vas 

up which a strand 


of fine silkworm-gut 
is passed for from 
16-20 cm. Absence 
of obstruction must 
be demonstrated ; 
but if the obstruc- 
tion is near by it 
may still be pos- 
sible to use a more 
proximal part of the 
vas. Incising the 
latter presents some 
difficulty as it is 


vas 








very easy to cut 
j right across the 
tube, 


The original silk suture which has been passed 
through the epididymal loop is now carried through 
the wall of the vas, from within outwards, both 
above and below the anastomotic opening (Fig. 2). 
The lower end is cut short and anchored to the wall 
of the vas by a very fine catgut suture. The upper 
end is left long. Later 
it is pulled tight, to FIG. 3 
bring the tubule into 
the lumen of the vas, 
and brought out 
through the scrotal 
skin. Fine silk 
sutures on each side 
of the longitudinal 
incision hold open 
the lumen and bring 
its walls into contact 
with the capsule of 
the epididymis, while 
at a distance two 
more sutures join vas 
to capsule in such a 
way as to leave the anastomosis free from tension 
(Fig. 3). The proximal of these two sutures must 
pass through the wall only and not into the lumen 
of the vas, Finally the original silk suture is pulled 
tight and brought out through the scrotal skin. It is 
removed ten days later. 





It is necessary to refer to certain difficulties—the 
small lumen and awkward walls of the vas and the 
minuteness of the epididymal tubules, Ophthalmic 
instruments are essential. 

London, W. 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
Hosprrtrau.— The first of the weekly post-graduate lectures 
to be held at this hospital will be given on Wednesday, 
Oct. 19th, at 4.30 P.m., when Sir Walter Langdon-Brown will 
speak on changing conceptions of disease. Other lecturers 
will be Mr. A. J. Gardham (difficult diagnosis of tumours 
of the breast); Dr. M. Kremer (modern endocrine therapy) ; 
Mr. W. H. Ogilvie (diagnosis and treatment of acute 
abdominal emergencies) ; Dr. H. V. Morlock (treatment of 
pneumonia and allied conditions); Mr. T. P. Kilner 
(lantern demonstration of present-day plastic surgical 
treatment); Dr. Izod Bennett (renal failure); and Dr. 
H. C. Semon (common skin diseases). All lectures follow- 
ing the opening address will be held at 4 P.M. 
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CLINICAL AND LABORATORY NOTES 


COMPLEMENTARY FEEDING OF THE 
SUCKLING INFANT 


By Auprey E, Russeti, M.B. Lond. 


ASSISTANT IN THE CHILD WELFARE DEPARTMENT, UNIVERSITY 
COLLEGE HOSPITAL, LONDON ; AND 


THomas McKeown, D.Phil. Oxon. 





It has long been known that weaning is quickly 
followed by the cessation of lactation. The experi- 
mental investigations of the past few years have shown 
that this is primarily caused by the removal of the 
suckling stimulus, which plays an important part in 
maintaining the secretion of the mammary gland. 
At present an alarmingly large number of women 
in this country are forced to resort to bottle feeding 
because of difficulties which in themselves may be 
only temporary. The problem has been to maintain 
the suckling stimulus to a breast from which the 
infant cannot obtain a flow of milk. The frustrated 
infant refuses to suck, and the mother cannot avoid 
giving the bottle without injury to thé health or 
temper of the child. Once accustomed to the ease 
of artificial feeding it often refuses to return to the 
breast, 


METHOD 


These difficulties can be overcome by giving the 
complementary feed through a catheter introduced 
into the infant’s mouth with the nipple. A No, 2 or 3 
rubber catheter is attached to a glass tube which 
passes through a rubber cork at the teat end of 
an ordinary 4-oz, boat-shaped feeding bottle which 
is encased in a flannel cover and pinned to the 
mother’s dress. The infant is weighed and put to 
the breast and allowed to suck until the breast is 
emptied, or for as long as he will do so peacefully. 
As soon as he begins to refuse, which may be imme- 
diately if the breast is empty, the catheter is pushed 
gently into his mouth, care being taken to make sure 
that it passes between his gums with the nipple. 
The infant does not seem to be aware of the presence 
of the catheter and sucks vigorously as soon as milk 
flows into his mouth, The rate of flow is controlled 
by the valve at the top end of the bottle and by 
pressure of the mother’s finger on the catheter (see 
Figure), The infant is weighed at the end of the feed 
and the amount of breast milk taken in addition to 
the complementary feed can be calculated. The 
breast should be finally emptied by manual expression 
and the expressed milk set aside for the next 
complementary feed. 
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This method has been used satisfactorily in the 
breast-feeding clinic at University College Hospital, 
and has replaced the usual method of giving occasional 
or temporary complementary feeds. In practice it 
is found to be a simple procedure that can be easily 
carried out at home. 


The following are three typical cases, all primipare, 
in which its use undoubtedly prevented weaning, In 
two of them the bottle was already being used and 
the baby was refusing the breast when catheter 
feeding was started. 


CasE 1.—A male infant weighing 6 lb. 4 oz. was 
born on March 30th. Milk secretion was scanty 
from the begi ing and complementary feeding was 
started on the 5th day, the quantity being gradually 
increased in aineaioaes with the child’s require- 
ments. By the 15th day the amount of breast milk 
obtained by 
suckling and 
manual ex- 

ression was 

oz. in 24 
hours. At 
this time the 
child rejected 
the breast 
vigorously 
after sucking 
for a few 
minutes. 
Catheter feed- 
ing was begun 
on the 16th 
day and after 
the first few 
feeds the child 
sucked well. 
The supply of 
breast milk 
increased 
slowly to 7 oz. 
on the 25th 
day, and the complementary feeds were corre- 
spondingly reduced. By the 33rd day the child was 
taking a total of 18 oz. From this time he has 
been entirely breast fed and has gained weight 
satisfactorily. 


CaszE 2.—A female infant weighing 7 lb. was 
born on Jan. 14th. Milk secretion was satisfactorily 
established and the child was breast fed from 
birth for 4 weeks (weight 7 lb. 13 oz.). Then the 
breast milk began to fail, and the child, previously 
contented and feeding well, became restless and 
fretful at the breast. At this time the mother started 
giving complementary feeds by bottle and the child 
subsequently refused to take the breast. For 2 
days the child was entirely bottle fed. At the 5th 
week catheter feeding was begun and at the first 
feed the child sucked steadily for 10 minutes at each 
breast, taking 1 oz. of breast milk in addition to the 
complementary feed. By the 7th day of catheter 
feeding the breast milk had increased to an average 
of 2 oz. per feed, and by the 14th day to 4 oz. per feed. 
With the improvement in the breast milk the com- 
plementary feeds were correspondingly reduced until 
at the 14th day the child was completely breast fed. 


CasE 3.—A male infant weighing 5 Ib. 4 oz. was 
born on Jan. 28th. Milk secretion was satisfactorily 
established and the child was breast fed from 
birth for 13 weeks (weight 10 Ib. 10 oz.). The 
mother developed an abscess in the right breast 
involving the areola. The condition made it impos- 
sible to put the child to this breast and from it 
the milk was expressed by hand. The child was 
fed only at the left breast, and the necessary comple- 
mentary feed was given by catheter, The abscess 
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was aspirated and in 10 days had healed suffi- 
ciently for the child to be put to this breast with 
which the complementary feed was now given. The 
quantity of milk obtained from the breast increased 
from $+} oz. per feed on the Ist day to 2-2} oz. 
per feed on the 5th day. The total breast milk was 
now sufficient for the needs of the child and the 
complementary feeds were discontinued. 


DISCUSSION 


This method has several advantages over the usual 
methods of complementary feeding. It does not 
necessitate the removal of the suckling stimulus 
from the mother, nor does it allow the child to become 
accustomed to the ease of artificial feeding. Further- 
more, as soon as the use of the catheter makes milk 
easily available the child begins to suck vigorously 
and empties the breast more completely than he 
otherwise would. It is in fact a method of supple- 
menting the breast during periods of temporary failure 
without removing the suckling stimulus. 

In each of the patients the failure to secrete an 
adequate supply of milk was temporary. It was only 
necessary to maintain the suckling stimulus while 
giving the complementary feeds and eventually milk 
secretion returned to a normal level. There are 
certain women who fail to secrete sufficient milk in 
spite of what would appear to be adequate stimulation. 
Yet even so it is possible by this method of catheter 
feeding to keep the child at the breast. The success 
of this method of complementary feeding suggests 
that by its use the number of women who are forced 
to wean their children in the early months of lactation 
could be greatly reduced, 





EPIDIDYMO-VASOSTOMY 
By Reyrnotp H. Boyp, M.B. N.Z., F.R.C.S.E. 





ALTHOUGH the treatment of sterility is now receiving, 
increasing attention it is still not generally realised 
that epididymo-vasostomy is not a forlorn hope but an 
operation attended by a reasonably high rate of 
success, In America as high as 40 per cent. of good 
results are claimed, while the technique described 
below has resulted in three cures in 9 patients. 

The cause of bilateral epididymal blockage is 
usually gonorrheeal inflammation which mainly affects 
the globus minor. The dozen or so ducts that emerge 
from the testis enlarge into the extremely convoluted 

coni vasculosi that form 
the globus major of the 
-_—— epididymis. It is almost 
always possible to find 
an unaffected loop con- 
taining spermatozoa. 
These should invariably 
be found but they need 
not necessarily be motile 
to provide a favourable 
result. A preliminary fort- 
night’s course of four 
injections of 500 units of 
gonadotropic hormone makes easier the finding of 
spermatozoa, 

The technique I have found most successful is a 
modification of Lespinasse’s procedure * :— 

The tunica vaginalis is opened to reveal the globus 
major from the supero-internal aspect of which a 
small ellipse is excised to expose loops of tubules, 


FIG. 1 





1 Lespinasse, V. D., Surg. Gynec. Obstet. 1917, 24, 597. 





CLINICAL AND LABORATORY NOTES 


[ocr. 8, 1938 833 


One of these is selected and transfixed by a No. 19 
bayonet-pointed needle carrying fine (00000) arterial 
silk (Fig. 1). Any leakage is sucked up by a hypo- 
dermic needle into a syringe and examined at once 
for spermatozoa, 

The vas is next isolated opposite the globus major ; 
usually it is straight but sometimes it may be some- 
what convoluted and a more proximal portion must 
then be used; in such a case care must be taken to 


anchor the union without tension from the weight of 


FIG. 2 


Sakti 


the testicle. A longi- 
tudinal incision is 
now made into the 
lumen of the vas 
up which a strand 
of fine silkworm-gut 
is passed for from 
16-20 cm. Absence 
of obstruction must 
be demonstrated ; 
but if the obstruc- 
tion is near by it 
may still be pos- 
sible to use a more 
proximal part of the 
vas. Incising the 
latter presents some 
difficulty as it is 
very easy to cut 
right across the 
tube, 

The original silk suture which has been passed 
through the epididymal loop is now carried through 
the wall of the vas, from within outwards, both 
above and below the anastomotic opening (Fig. 2). 
The lower end is cut short and anchored to the wall 
of the vas by a very fine catgut suture. The upper 
end is left long. Later 
it is pulled tight, to FIG. 3 
bring the tubule into 
the lumen of the vas, 
and brought out 
through the scrotal 
skin. Fine silk 
sutures on each side 
of the longitudinal 
incision hold open 
the lumen and bring 
its walls into contact 
with the capsule of 
the epididymis, while 
at a distance two 
more sutures join vas 
to capsule in such a 
way as to leave the anastomosis free from tension 
(Fig. 3). The proximal of these two sutures must 
pass through the wall only and not into the lumen 
of the vas. Finally the original silk suture is pulled 
tight and brought out through the scrotal skin. It is 
removed ten days later. 


Vas 











It is necessary to refer to certain difficulties—the 
small lumen and awkward walls of the vas and the 
minuteness of the epididymal tubules, Ophthalmic 
instruments are essential. 

London, W. 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
Hospritrau.— The first of the weekly post-graduate lectures 
to be held at this hospital will be given on Wednesday, 
Oct. 19th, at 4.30 P.m., when Sir Walter Langdon-Brown will 
speak on changing conceptions of disease. Other lecturers 
will be Mr. A. J. Gardham (difficult diagnosis of tumours 
of the breast); Dr. M. Kremer (modern endocrine therapy) ; 
Mr. W. H. Ogilvie (diagnosis and treatment of acute 
abdominal emergencies) ; Dr. H. V. Morlock (treatment of 
pneumonia and allied conditions); Mr. T. P. Kilner 
(lantern demonstration of present-day plastic surgical 
treatment); Dr. Izod Bennett (renal failure); and Dr. 
H. C. Semon (common skin diseases). All lectures follow- 
ing the opening address will be held at 4 P.M. 
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REVIEWS AND NOTICES OF BOOKS 


A Short Textbook of Surgery 


By C. F. W. Itiinecwortsh, M.D., F.R.C.S.E., 
Lecturer in Clinical Surgery, University of Edin- 


burgh; Senior Assistant Surgeon, Edinburgh 
Western Hospital. London: J, and A, Churchill, 


1938. Pp. 702. 21s. 


As surgical knowledge grows and the habit of 
specialisation spreads, it becomes more and more 
difficult for one man to write a balanced text-book. 
Yet the very increase of specialisation calls for some 
effort to coérdinate the different branches of surgery 
and to enunciate principles for the guidance of the 
student. He, at least, is still expected to have some 
acquaintance with surgery in all its ramifications, 
Compilations of multiple authorship may be tedious 
and confusing to read, however valuable the indi- 
vidual contributions, because style and point of view 
change from chapter to chapter. The ideal elementary 


text-book is one written by a general surgeon 
experienced in the teaching and examination of 
students. Mr. Illingworth has gone far to meet 


their needs by presenting the essential facts crisply 
and clearly, Wherever one opens his, book one 
finds statements that reflect current teaching very 
fairly. The accounts of each subject are highly 
condensed, even bald, but they are reliable. The 
student who studies this book will be in a position 
to profit from attendance at clinical lectures and 
from discussions with his teachers, The fact that 
to gain an intelligent grasp of the principles and 
practice of surgery he will find it essential to amplify 
the knowledge he has absorbed from his reading 
is all to the good. This text-book will stimulate him 
to ask questions and he will find it an excellent 
guide to his study and contemplation of surgery. 





Chronic Intestinal Toxzmia and Its Treat- 
ment 
With special reference to Colonic Therapy. By 
James W, Wirtste, A.B., M.D., Binghampton City 


Hospital, Binghampton, N.Y. London: Bailliére, 
Tindall and Cox. 1938. Pp. 270. 13s. 6d. 


Tue search for the cause of chronic ill health has 
led periodically to attempts to incriminate stasis 
in the large intestine, and the response of the profes- 
sion to such attempts has varied from complete 
scepticism to cordial agreement and drastic action. 
At one time the surgical removal of the whole colon 
was practised and colonic lavage has come in and out 
of favour with some regularity. Dr. Wiltsie is a 
whole-hearted advocate of this form of treatment. 
His book is divided into two parts: a treatise on the 
anatomy of the colon and a description of various 
ways of performing colonic lavage. Some of them 
are so elaborate as to involve a ritual taking up an 
hour, and it seems likely that as far as cleaning and 
soothing the bowel are concerned a much simpler, if 
less impressive, apparatus would serve. This part of 
the book is however a fair statement of facts and 
of the author’s preferences. It is when he approaches 
the theoretical background that he fails to carry 
conviction. His belief in the syndrome of chronic 
intestinal toxemia allows him to suspect it until it is 
disproved. Dr, Wiltsie’s denunciation of those who 
do not believe in it misses fire (p. 7) through a 
misprint. He accepts the fact that the colon 
organisms are still outside the body and that there 
are three lines of defence, the intestinal mucous 
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membrane and lymphatic glands, the liver, and the 
immunity reactions of the tissues generally. He 
believes that something may be done to destroy, to 
reduce, or to replace the (unknown) toxic microbes 
in the bowel by diet, by antiseptics, and by measures 
to promote the adequate elimination of waste products 
from the bowel by the natural passages, but in his 
view much more may be accomplished by washing 
out the bowel. The case-histories quoted are often 
of the chronic abdominal type only too familiar to 
the general practitioner. Some of them, as Bergmann 
has said, have early arterio-sclerotic or renal changes 
or hyperthyroidism, others peptic ulcer or chronic 
cholecystitis, and in an ill-defined group the con- 
dition is psychogenic. The diagnosis is not easy. 
Dr. Wiltsie’s faith in his method must have a helpful 
effect on patients with weak or exhausted nervous 
systems. His case is unproved, but his book does 
not lack interest. 





The Origin of Life 


By A. I. Opartn, Associate Director, Biochemical 
Institute, U.S.S.R. Academy of Science. Translated 
with Annotations by SERGrus MorGULIs, Professor 
of Biochemistry, University of Nebraska, College 
of Medicine, Omaha. London: Maemillan and 
Co. 1938. Pp. 270. 8s. 6d. 


THE question of the origin of life has, from the 
earliest times, been one of the insistent subjects of 
human speculation. As Prof. Oparin says “ during 
different epochs and at different stages of civilization 
the question was answered differently but the question 
was always the focal point of a sharp philosophical 
struggle which reflected the underlying struggle of 
social classes.” It is not, therefore, without significance 
that the problem should have a special attraction 
for the thinkers of revolutionary Russia. We live 
in a sceptical age and even the most solid of our 
foundations show signs of crumbling. The triumph 
of Pasteur and the discomfiture of the adherents of 
spontaneous generation in the nineteenth century put 
the whole question out of court, and the biologist 
who breathed his faith in the possibility of synthesising 
life was looked upon askance, Lord Kelvin, a some- 
what positive person, writing in 1871, expresses his 
opinion, based on Pasteur’s experiments, that the 
impossibility of spontaneous generation at any time, 
anywhere, was as firmly established as the law of 
gravitation. In our generation we have seen the 
“law of gravitation ’’ taken away from the eternal 
truths and Prof. Oparin clearly.holds the view that 
the subject of the origin of life may also be reopened. 
At the present stage of science biochemistry alone 
can be expected to bridge the gap between the living 
and the non-living, and it is as a biochemist that 
Prof. Oparin approaches the subject. 

Even the most optimistic must envisage the syn- 
thesis of life as a slow and complicated affair, and 
Prof. Oparin’s ingenious scheme cannot be summarised 
in a few words: condensation of gaseous carbon ;: 
interaction of the carbon with iron, with the production 
of carbides ; interaction of superheated steam with 


carbides, with the production of hydrocarbons ; 
interaction of carbides with nitrogen to form 


ammonia ; interaction of hydrocarbons with ammonia 
and the production of amides, amines, and other 
nitrogenous complexes and eventually proteins; the 
production of highty surface-active gels—the so-called 
coazervates, The colloidal particle in this stage 
may be said to have acquired an individuality ; it 
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can be the subject of progressive change and develop- 


ment. Its continued survival will depend on whether 
or not the changes it undergoes are constructive, 


such, for example, as might be accompanied by an 
increased capacity to absorb dissolved substances and 
to grow in size. From such “ coazervates,’’ endowed 
with individuality and with the capacity to grow 
and react, the simplest forms of life might be considered 
to have developed. 

Such in outline is the story of the origin of life 
given by Prof, Oparin and supported with a wealth 
of fact and analogy from current chemistry and 
cosmology. It is admitted that the spontaneous 
development of life under present-day conditions is 
improbable. More or less unique physical and 
chemical conditions were probably necessary for the 
various steps of the process and they are not likely 
to be repeated in the ordinary course of Nature. 
Indeed, as Prof. Oparin points out, even if the initial 
chemical processes leading to life were inaugurated, 
they would now fall a victim to bacteria and already 
successfully established types of living matter. The 
law of the survival of the fittest would thus apply 
inexorably to the struggle between the living and 
the dead. But at the same time the pious biochemical 
hope is expressed that ‘“‘some time, somewhere ”’ 
life may be successfully created in the laboratory. 
There are scientific optimists even outside revolu 
tionary Russia who like secretly to dream of that 
last triumph of biochemistry. They will find Prof. 





Oparin’s little book suggestive and encouraging 
reading. 
1. Hearing 

Its Psychology and Physiology. By STANLEY 


Smitu STEVENS, Ph.D., Department of Psychology, 
Harvard University; and HaLLoweLt Davis, 
M.D., Department of Physiology of the School. 
London: Chapman and Hall. 1938, Pp.489. 22s. 6d. 


2. The Handicap of Deafness : 


By IRENE R, Ewrne, M.Sc. ; Evtis Luwyp JOoNEs, 

feader in the Education of the Deaf, University 
of Manchester; and AteEx. W. G. Ewrna, M.A., 
Ph.D., Honorary Special Lecturer in the Education 
of the Deaf in the University. London: Longmans, 
Green and Co, 1938. Pp. 327. 12s. 6d. 


1. THE activities of a professor of engineering in a 
university laboratory about twenty years ago gave 
a stimulus to research on hearing and deafness 
unprecedented since the time of Helmholtz. The 
invention of the thermionic valve by Sir Ambrose 
Fleming has not only made broadcasting possible 
but has been the foundation of modern methods of 
testing hearing, of the construction of new hearing- 
aids, and of techniques for producing test sounds 
and amplifying nerve potentials. The theory of 
hearing has become, like the physiology of nerves, a 
highly specialised branch of applied physics. The 
authors of this book have performed a valuable 
service for research workers in assembling information 
and figures from widely scattered sources. Their 
summaries are lucid, and the book is compact. If 
it can be said that not many general physiologists, 
psychologists, or otologists can read it with complete 
understanding this must be attributed to the state 
of evolution of the subject and not to the fault of 
the authors. 

2. Much less erudite in style but no less useful 
in its way is the plea addressed by Mr. and Mrs. 
Ewing, both to doctors and to the deaf, to make 
better use of the methods now available to alleviate 
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defective hearing. Most encouraging results are 


described in deaf adults, who came to their clinic 
to know if they had enough hearing left to make it 
possible to use a hearing-aid, and in deaf children who 
needed education before they could speak properly. 
The authors have been careful to write without 
much technical detail, and their book could be recom- 
mended to the intelligent parents as well as to teachers 
of deaf children. Emphasis is laid on the benefits 
to be derived from the early use of both hearing- 
aids and lip reading. 

The publication of these two books, together with 
the official report on children with defective hearing, 
to which we referred on Sept. 10th (p. 627), make 
1938 a notable year in the history of the efforts 
to alleviate the handicap of deafness in this country. 





The Doctrine of Signatures 

A defence of theory in medicine. By Scorr 

BUCHANAN, Professor of Philosophy in the Univer- 

sity of Virginia. London: Kegan Paul, Trench, 

Trubner and Co, 1938, Pp. 205. 7s. 6d. 

THIS is a critique on the metaphysical aspects of 
medicine. Prof. Buchanan is a professional philo- 
sopher and makes no claim to specialistic medical 
learning, but no medical reader can find cause to 
eavil at his grasp of the fundamentals of medicine. 
The title of the book is to be taken as a simile or a 
myth (in Plato’s sense). In this wider sense “ the 
doctrine of signatures assumes that the data of 
science are potential symbols and it calls on the 
liberal arts and sciences to develop, clarify, and 
realize the potentialities of human observation.” 
The book was, as its author tells us, written for a 
rhetorical purpose—namely, to persuade philosophers 
and medical men that much may be learned from a 
consideration of the metaphysical basis of medicine. 
Not only would the author, like Galen, have every 
physician a philosopher; he would also have every 
philosopher, in due proportion, a physician. Prof. 
Buchanan is a somewhat impressionistic thinker and 
is not always easy to follow. At times his acute 
thought tends to be lost in scholastic verbiage, and 
his use of metaphor and simile is perhaps too free 
for the purposes of rigid reasoning. The book is 
however full of suggestive thought, and the analysis 
of the Aristotelian and Galenical traditions in medi- 
cine, for which the author has profound respect, 
deserves the close attention of those interested in the 
foundations of medical science, 


Surgical Treatment of Hypertension 

By GEORGE W. CriLez, M.D., F.A.C.S8., Professor of 

Surgery, Western University; Visiting Surgeon, 

Lakeside Hospftal; Surgical Director, Cleveland 

Clinic. Edited by AMy RowLanp. London: W, B. 

Saunders Co. 1938. Pp. 239. 18s, 

Tus book is based on the results of 398 operations 
on the adrenal-sympathetic system in 233 patients 
with essential hypertension. Bilateral coeliac ganglion- 
ectomy, the technique of which is described in detail, 
was performed in 98 cases and is held to be the most 
effective procedure, No attempt is made at a reasoned 
and unbiased analysis of this wealth of material. 
Lacking a rational basis for the operations described 
Dr. Crile propounds a highly imaginative theory of 
the genesis of hypertension. A chapter by a medical 
colleague on its clinical types is reassuring but in the 
subsequent tabulation of results no distinction is 
made between the malignant and benign forms of 
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hypertension, These have such a vastly different 
clinical course and prognosis that their separation is 
a fundamental preliminary step in assessing the 
results of any therapeutic procedure in this disease. 
Follow-through observations on the diastolic and 
systolic blood pressures and on subjective symptoms 
are given for periods up to “1 year or more.” Even 
when the reduction in blood pressure is disappointing 
(as is often the case) symptomatic improvement is 
held to justify the operation ; most doctors could 
find records of equally good subjective improvement 
in patients after prolonged rest in bed. A detailed 
account is given of ocular vascular changes, but 
their bearing on the selection of cases for surgical 
treatment is difficult to follow. The results of the 
surgical treatment of hypertension by other workers 
are summarised. 

A monograph on this purely experimental form of 
treatment for one of the most common incurable 
diseases should contain less imagery and more logic. 





Parasitology 

With special reference to man and domestic animals, 
By Rosert Heener, Ph.D., Professor of Proto- 
zoology, the Johns Hopkins University ; FRANcIs 
M. Root, Ph.D., Late Associate Professor of 
Medical Entomology at the University ; Donaxp L. 
Aucusting, Se.D., Assistant Professor of Helmin- 
thology, Harvard University ; and CLtay G. Horr, 
Se.D., Associate Professor of Parasitology, Univer- 
sity of Chicago. London: D. Appleton-Century 
Co. 1938. Pp. 812. 258. 


In effect this is a second edition of ‘ Animal 
Parasitology’ with two changes: that of name 
because some misinterpreted the former title, taking 
it to refer only to the parasites of animals; and that 
of authorship, C. G. Huff having revised the work of 
the late Dr. Root. An introduction by Prof. Hegner 
covers parasitism in general and touches lightly on 
the rules of zoological nomenclature. Hegner deals 
also, in some 200 illustrated pages, with the protozoa 
of man and with those of certain animals easily 
obtained for study. The three ordinary malaria 
parasites of man have a chapter to themselves, The 
helminthological section by Augustine covers nearly 
300 pages and has 173 figures, helpful and well selected 
with the exception of that of Necator americanus, 
which does not show the typical posture taken up 
by worms that have been killed; as advised by 
Augustine, in hot 70 per cent. spirit. This posture, 
which is exactly described in an apposite table, 
nearly always allows of ready diagnosis of species by 
the naked eye. In this connexion it may be noted 
that a diagram (p. 21) showing the localisation of 
some parasites of man does not include necator, 
that scourge of man in the Southern States, and 
onchocerca is mentioned only as a parasite of the 
eye; in future editions this parasite will doubtless 
receive fuller consideration as a blinding parasite 
in Africa, The recently established prevalence of 
trichinosis in the United States is noted, but tricho- 
strongylus, which is a relatively common and con- 
fusing parasite in tropical countries, is ignored. The 
section of arthropods of parasitological importance 
by Root and Huff extends over more than 200 pages, 
with 161 figures, including many admirably clear 
drawings by Root. With the aid of keys this section 
describes the structure of parasitic arthropods, their 
life-history, their influence in the carriage of disease, 
their control, and the methods suited for their col- 
lection, preservation, and rearing. A long bibliography 
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and indexes of authors and subjects conclude a book 
valuable to those teaching, studying, and practising 
both human and veterinary medicine. 





Fearfully and Wonderfully Made 


The Human Organism in the Light of Modern Science. 
By RENEE VON EULENBURG-WIENER. New York: 
Macmillan Company. 1938. Pp. 472. $3.50. 


Tue levity of the title of this book will certainly 
give a misleading idea of the nature of its contents. 
Somewhere on the wrapper it is claimed that the book 
should be of interest not only to the student but to 
the layman who wishes to know more about the 
human body. The latter would find it a tough proposi- 
tion, for it is actually a fairly complete technical 
account of human physiology, well written and 
accurate enough but hardly fitted to compete with 
the standard text-books. It is certainly too detailed 
a treatise to make suitable reading for the layman 
seeking enlightenment on the wonders of his body. A 
medical man might find it useful to brush up his 
physiology to current standards, but it is not much 
easier to follow than the classical text-books. It is a 
pity that such a careful effort should have been 
largely wasted through lack of pedagogic experience 
or instinct. 





British Journal of Children’s Diseases 


IN a paper on Exophthalmic Goitre in Childhood 
in the July-September issue Dr. F. R. B. Atkinson 
gives a detailed description of the history, etiology, 
symptomatology, diagnosis, and treatment of this 
condition with an exhaustive bibliography.—Dr. K. 
Sedlacek of Prague, who contributes a paper on 
Treatment of Diphtheria and Scarlet Fever by 
Active Immunisation, states that the favourable 
results obtained by him in the treatment of acute 
staphylococcal and streptococcal infections by active 
immunisation led him to adopt a similar treatment 
for diphtheria and scarlet fever. In the case of 
diphtheria two or three drops of Ramon’s anatoxin 
were given, while for scarlet fever a mixed strepto- 
coccus and staphylococcus vaccine together with 
Dick toxin was employed ; 352 diphtheria patients 
so treated recovered without complications or 
sequele, and similarly good results were obtained 
in 295 cases of scarlet fever.—In their paper entitled 
A Congenital Cardiac Pentad: Fallot’s So-called 
Tetralogy together with a Common Interventricular 
Orifice, Dr. W. M. Feldman and Dr. Sheila G. Snook 
report a case in a female infant aged 2 months with 
the necropsy findings of which illustrations are given. 
The case differed from the typical tetralogy of Fallot 
(pulmonary stenosis, interventricular septal defect, 
dextraposition of the aorta, and right ventricular 
hypertrophy) by the additional presence of an inter- 
auricular septal defect. With the interventricular 
septal defect this produced a common auriculo- 
ventricular orifice, virtually converting the heart 
into a bilocular organ. The writers object to the 
term ‘‘ tetralogy ” commonly used to describe Fallot’s 
complex, as it really means a series of four related 
literary works, and suggest that this group of abnor- 
malities should be called tetrad and that the hitherto 
unrecorded complex shown by the heart in their 
case should be denominated pentad.—In their 
paper Morbilli Bullosi: Report of a Fatal Case, 
Dr. E. James and Dr. A. A. Miller describe a case in 
a girl aged 17 which they claim is only the third 
genuine case on record. The diagnostic features 
of this condition are the presence of catarrhal symp- 
toms, Koplik’s spots, leucopenia and eosinopenia, 
and the appearance of pemphigoid elements either 
together with or closely following on the eruption 
of measles. The abstracts from current literature 
are devoted to otology, rhinology, and laryngology. 
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LONDON: SATURDAY, OCTOBER 8, 1938 


AFTER THE STRAIN 


Last week the war cloud lifted. While the 
memory is fresh perhaps we shall do well to record 
the effect of this rapid removal of emotional strain. 
What were its clinical features ? 

First, the relief: these people with whom one 
lives, for whom one works, will after all be spared ; 
the house, the books, the common-place things 
which have been worn smooth by the gentle 
rubbing of everyday life, will not be obliterated. 
The movement of one’s own limbs will continue, 
will certainly continue, to-day and to-morrow ; 
the painful interruptions we feared will not come. 
There need now be no cautious foresight in our 
gaze; the skies are clear of dread; houses are 
shelters for men and no longer potential avalanches 
of falling masonry. Time and distance once more 


bear relation to the imperturbable dimensions of an 
ordered universe, not to the exigencies of instant 


safety. By no deliberate will of our own did the 
danger come upon us, and it is by another turn of 
fate that we are again free to live our lives. The 
strangers we pass in the street had a different 
relation to us when at any t.oment we might 
meet them in a crowded shelter. Now, as at 
ordinary times, they jostle us and we them as 
the shuttles of our different interests weave us 
into the pattern of communal life. Danger is a 
force that at any time heightens and makes more 
urgent our desire to know what our fellow-mortals 
are thinking. Danger increases our need for love 
and for the signs of goodwill in those we meet ; 
so when we are in peril we seek for, and are our- 
selves ready to give, indications of friendliness. 
Thus danger has its compensation, and in the 
struggle to endure the dreadful burden of death 
we find delight in the evidence of courage and 
vitality in others. The peril that has haunted 
us during the last few days drew each of us out 
of an isolated individuality and united us into a 
new community of people seeking for and ready 
to give mutual trust. 

But after the first phase of relief came another 
emotion which (like the apprehension but inadifferent 
way) was profoundly disconcerting. We had all 
been keyed up to defending against a tyrant a 
country with ideals like those for which our 
ancestors had fought ; but now nearly everything 
the tyrant asked for had been given to him, and a 
pact of friendship with him had been signed. Had 
we been mad before or were we guilty now? No 
amount of relief from external danger could do away 
with this new source of pain, arising from the fact 
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that the conflict had passed into ourselves. We 
now faced a new crisis—an internal one—that 
of not knowing whom we trusted or whom we 
hated. To the physician there is nothing new 
in this ; it is encountered in patients in depression 
—people who cannot dispose of their impulses of 
hate and who doubt their capacity to keep faith 
with those they love. War insists on its casualties, 
and the first, as all now recognise, is truth. In time 
of physical danger men dare not face the truth 
about the enemy; nor, when given a pause, can 
they face the truth about themselves. War gives 
an outlet for hatred and delight in destruction. 
When it is averted, after hatred and fear have been 
aroused, the impulse to destruction tends to turn 
back upon the self. In the individual this leads to 
depression, and, in extreme cases, even to self- 
destruction. In communities it leads to despair 
and promotes revolution, and in countries where 
violent emotions have been induced, but not 
translated into action, great vigilance may be 
needed to prevent the reflux of aggression and the 
anger of disillusionment from producing an internal 
upheaval. The way to avert this danger is not 
the suppression of truth but the acknowledgment 
of error. 


THE RED LIGHT OF MACKENZIE 


A FEW months before he died of angina pectoris 
Sir James MACKENZIE published in our columns a 
critique of its surgical treatment,! condemning this 
on the ground that the surgeon “is profoundly 
ignorant of the morbid condition for which he 
operates and of the functions of the structures 
which he mutilates.” It cannot even now be 
said that surgical measures rest on a firm scientific 
foundation and the fact that some of them achieve 
their object of relieving pain at least for a time 
would hardly have reassured him. For Mackenzie 
regarded the pain of angina as a danger signal 
—a “‘red light’? whose removal is against the 
best interests of the patient. This view is happily 
obsolete and throughout the world means are 
being sought to alleviate the distressful syndrome 
irrespective of disagreement about its 
significance. 

A complete and authoritative review by 
H. Jessen-Aaruus? of all the indirect surgical 
approaches attempted during the last twenty 
years is of immediate practical interest. He does 
not deal with ‘cardio-omentopexy or the other 
methods designed for the direct relief of cardiac 
ischemia, but he describes in detail the various 
types of sympathectomy and gives a particularly 
lucid and complete summary of the published 
results of total thyroidectomy. The various 
theories of the site and mode of origin of the 
anginal attack are not ignored. Jessen-Aarhus 
discards the aortic theory, lacking conviction of 
the importance of the local accumulation of a 
hypothetical metabolite in the myocardium (Lewis’s 
‘*P-Factor’’); he inclines to the view that the 
site of the pain is in the diseased coronary tree 


precise 


1 Lancet, 1924, 2, 695. 
2 Minch. med. Wschr. 1938, 85, 1097, 1149, 1186. 
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and that attacks are determined by localised spasm 
in one of the coronary arteries. The experiments 
by Sutton and Lueth (1930), who passed a hoop 
round the exposed coronary artery in dogs in 
order to study the effect of intermittent occlusion, 
are cited in support of this view, which is 
strengthened also by the similar experiments of 
Katz, Mayne, and Weinstein (1935), who showed 
that occlusion of a previously denervated segment 
of artery failed to produce pain. 

Considering the physiology of the coronary 
circulation, Jessen-Aarhus rejects the evidence 
brought forward by G. W. Anrep (1926) and others 
that the sympathetic exerts a vasodilator effect 
and adheres firmly to the teaching of Frangois 
Frank (1899) and his modern supporters that the 
coronary arteries differ in no way from the ordinary 
systemic arteries in their innervation. On the 
surgical side Jessen-Aarhus dismisses such opera- 
tions as isolated excision of the superior cervical 
ganglion and excision of the entire cervical chain 
together with the first dorsal ganglion (stellate 
ganglion) as of historical interest; nor does he 
attach any practical importance to extensive 
ramisectomy and section of all the connexions of 
the stellate and upper dorsal ganglia (Danielopolu 
1931). The two procedures which he examines 
with interest are excision of the stellate ganglion 
and paravertebral injection of the mediastinal 
sympathetic plexus. The available figures do not 
enable us to assess the value of these various 
interventions on any statistical basis—a series of 
135 cases collected by Hesse included ten different 
operations by 50 different surgeons. Moreover, 
patients with a sclerotic coronary tree may still 
die from coronary thrombosis or cardiac failure 
whatever operation is performed. But the records 
of Leriche and Fontaine (1932) suggest that a 
relatively safe operation like stellectomy can give 
relief which may last for years, and the effects of 
the paravertebral injection of alcohol in the hands 
of J. C. White (1929), who has systematised the 
earlier work of M. Kappis (1923) and F. Mandl 
(1925), are also encouraging. 

The therapeutic results of total thyroidectomy 
are summed up by Jessen-Aarhus as disappointing, 
though its trial in the treatment of a mortal and 
progressive disease has in his opinion been amply 
justified by the incidental issues it has raised. 
For instance, why should there be immediate relief 
from pain after an operation which only influences 
the basal metabolic rate after the lapse of days or 
weeks, and how is it that the degree of ultimate 
benefit need not correspond with the reduction in 
metabolic activity ¢ In some cases the resultant 
myxcedema does not respond to thyroid feeding 
and in others the myxcedema can be controlled 
but only at the cost of renewed attacks of angina. 
Dr. Grorrrey Bourne, who with Prof. J. PATERSON 
Ross reports a small selected series of cases else- 
where in this issue, has observed that return of 
pain after excessive thyroid medication is delayed 
for three or four days and that there is an equivalent 
delay, after the thyroid is withheld, before the 
pain diminishes. He suggests that this time-lag 
fits in with the theory that the operation relieves 
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pain by cutting off the supply of circulating 
thyroxine which, among its other properties, may 
sensitise visceral nerve-endings to stimuli. Prof. 
Ross does not reject the possibility that there is a 
nervous factor in the immediate relief of cardiac 
pain after operation, but observes that some of 
the benefit may be due to stopping the thyroid 
secretion in persons whose metabolism is already 
subnormal (11 out of 12 in his series). It is note- 
worthy that there were no operative deaths among 
these 12 patients and that of the 7 treated from 
one to two years ago, all are alive—4 are greatly 
improved, 2 improved, and 1 relapsed after a 
distinct initial improvement. The authors empha- 
sise that thyroidectomy is not a measure of 
universal application for patients suffering from 
cardiac pain, but differ from Jessen-Aarhus in 
believing it to be of great and lasting benefit in 
suitably chosen patients. 


CLASSIFICATION OF CAUSES OF DEATH 


THE principles guiding the tabulation of certi- 
ficates upon which more than one cause of death 
is given vary in different countries. This is one 
of the formidable difficulties in international 
comparisons of the incidence of different causes of 
death, since a large proportion of certificatts come 
into this category: in 1936 nearly 60 per cent. 
of the death certificates in the U.S.A. included 
more than one cause, while in England and Wales 
the percentage for a sample of deaths registered in 
1935 was 43. In such cases the death can be 
tabulated, in practice, under only one cause and 
some rule of allocation has to be adopted—e.g., 
deaths from an infectious disease associated with 
a local disorder such as a cardiac or renal lesion 
must be classed to the infectious disease. Butsuch 
rules, as has been said, differ between one country 
and another. For instance, in a special study of 
1073 deaths associated with pregnancy and child- 
birth that occurred in the U.S.A. in 1927, it was 
found that 93 per cent. of these deaths would have 
been allocated to puerperal causes in the United 
States, 99 per cent. in Denmark, 92 per cent. in 
Scotland, and only 79 per cent. in England and 
Wales.! 

A much wider study has now been made 
by the U.S. Bureau of the Census at the request 
of the Commission for Revision of the International 
List of Causes of Death. For this purpose a set 
of 1032 death certificates was taken, each con- 
taining from two to five causes of death, and were 
submitted to the statistical offices of various 
countries with the request to classify them 
according to the selection principles followed 
currently in those offices. Eighteen countries 
complied, and the Bureau has now published? in 
full the certificates as sent out, and the classifica- 
tion actually adopted in each country. As the 
certificates were not a representative sample of all 
certificates but selected examples of joint-cause 


U.S. Dept. of Labor, Children’s Bureau Publication, 
No. 229. Washington. 1935. 

* Dept. of Commerce, Bureau of the Census. Vital Statis- 
tics, Speciait Reports. Vol. V. No. 47. Pp. 385-469. Classifi- 
cation of Joint Causes of Death. Washington. 1938. 
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classification problems, they cannot be quanti- 
tatively applied as correction factors to death-rates 
for specific causes, but must be accepted rather as 
indications of differences that may result from 
lack of uniformity of method and line of thought. 
The actual differences are very large. Indeed the 
General Register Office of England and Wales 
found itself unable to classify at all 158 of the 
cases, and would, in practice, have sent them back 
for further information from the certifying prac- 
titioner. Of the 874 that it did classify, to give one 
example, 26-0 per cent. (18:2) were allocated to 
infectious and parasitic diseases, 10-8 (7-7) to 
rheumatic diseases, 12:4 (149) to circulatory 
diseases, and 9°8 (13°8) to digestive diseases, the 
corresponding proportions for the total sample as 
allocated in the U.S.A. being given in parentheses. 
And these differences are by no means the largest. 
In fact in each major group of diseases the 
maximum percentage assigned by any nation is at 
least twice, and often more, the minimum per- 
centage assigned by some other nation. The least 
disagreement is in the assignment of 63 cases 
involving cancer though even in this instance the 
Belgian office agrees with other countries in only 
about one-half of the allocations. That even close 
neighbours do not necessarily agree in the rules to 
be applied to difficult cases is shown in the com- 
parison of England and Wales with Scotland. For 
example, the two offices were agreed upon 87 per 
cent. of the cases involving influenza, 77 per cent. 
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RESUSCITATION FROM DROWNING 


AN experimental study of the physiological dis- 
turbances associated with drowning has advanced 
far enough to enable Banting and his colleagues to 
put forward some preliminary suggestions of practical 
value.1 Though death from drowning is generally 
attributed to asphyxia with right-sided heart failure, 
it is well recognised that this asphyxia is seldom due 
to any extensive invasion of the lung by water. 
Two types of drowning could be differentiated in 
these Toronto experiments, both leading finally to 
asphyxiation. In the first type apna with struggling 
and swallowing was observed until the stomach. 
became distended, when vomiting occurred; this 
stage was followed by a series of gasps during which 
water entered the lungs. In the second type the 
apneic period was not followed by gasping but the 
animal died of obstructive asphyxia due to laryngeal 
spasm, The experiments showed very clearly that 
intense reflex spasm of the glottis can be induced by 
the introduction of water above the larynx and can 
be completely relieved by local cocainisation. The 
cardiovascular reactions were also different in the 
two types. In the first the blood pressure and heart- 
rate fell very suddenly at the end; fibrillation was 
common and electrocardiographic activity ceased in 
a minute or two. In the second type the fall of blood 
pressure and heart-rate was slow and progressive 
and auricular complexes could be recorded for 30 to 
45 minutes after apparent death. The oxygen 
content of arterial blood fell rapidly in the early 
stages and remained at 2-3 vols. per cent. till the 
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of the cases involving diabetes, 67 per cent. of the 
cases involving diseases of the heart, and only 
47 per cent. of the cases involving ulcer of the 
stomach and duodenum. 

It certainly seems doubtful whether such differ- 
ences can ever be fully removed and complete inter- 
national comparability achieved ; comparability 
is, of course, also affected by many other factors, 
such as the standard of certification, medical 
fashions, and so forth. The object of the English 
office is eventually to replace the code of selective 
rules by the expressed opinion of the certifier— 
for, though sometimes the doctor himself may not 
know what the patient really died of, certainly 
nobody else does. It was with this object that the 
new form of certificate was introduced in 1927. 
Experience has now been gained with it and the 
Registrar-General finds that the proportion of 
death certificates to which rules of selection would 
still have to be applied, in order to obtain a satis- 
factory statistical classification, has now fallen to 
about 3 per cent. To preserve continuity he 
proposes to make a dual tabulation of deaths 
during 1936-40, one according to the code of 
selective rules as now used and the other according 
to the order of preference stated on the certificate. 
By this means the effects of the change in the 
system on statistical continuity can be assessed ; 
this is an important point, however desirable it 
may seem to make the change at once for certain 
combinations of causes. 


ATIONS 


end. Carbon dioxide, after an initial rise during the 
stage of struggling, fell to a level inadequate for 


stimulation of the respiratory centre. The authors 
make recommendations arising from these observa- 
tions for the resuscitation of human patients. They 
favour Schafer’s method of artificial respiration but 
emphasise strongly that the first need is to ensure 
a free airway. If artificial respiration is carried out 
without an adequate air-passage the pressure will 
cause rupture of alveoli, adding to the odds against 
the patient. In addition to the customary inversion 
and removal of gross matter from mouth and pharynx, 
the larynx should be swabbed with 10 per cent. 
cocaine or catheterised to overcome laryngeal spasm. 
Initial suction through a catheter will remove much 
of the foam filling trachea and bronchi. It will be 
remembered that this method of resuscitation has 
recently been advocated for use in newly born infants 
whose respiratowy passages are obstructed by amniotic 
fluid and other debris ¢ ; incidentally the observations 
of Snyder and Rosenfeld 5 show how serious may be 
the effects of such obstruction even before birth. 
Banting and his colleagues found insufflation with 
20 per cent, CO, and 80 per cent. O, at the rate of 
3 litres per minute through a laryngeal or a nasal 
catheter effective in their animal experiments, and 
have used intravenous atropine (gr. 1/50-1/25) with 
success in relieving vagal inhibition and reducing 
pulmonary edema, In the second type of drowning 
described by them where little water is aspirated and 
death may occur through asphyxiation amy] nitrite, 
* Registrar-General’s Statistical Review of England and 
Wales. 1935. Text. 
* See Lancet, Sept. 24th, 1938, p 
5 Snyder, F. F., 4 Mossateld, M., Amer. 


- 731. 
J. Obstet. Gynec. 
September, 1938, p. 3 
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gently blown down a tracheal catheter before insuffla- 
tion was started, seems to have been of great value, 
and this is also among the methods suggested for 
trial in suitable human cases. Above all they 
emphasise that warmth, massage, artificial respira- 
tion, and administration of circulatory stimulants 
should be maintained until rigor mortis sets in, as 
the absence of sounds heard through the stethoscope 
is not a satisfactory index of the failure of cardiac 
activity. 


TREATMENT OF MENOPAUSAL MENORRHAGIA 


TuHouGsH in the future menorrhagia at the meno- 
pause may be controllable by hormone therapy, the 
choice in severe cases still rests between surgery and 
radiation. It is likely that many women are subjected 
to a serious operation who could be cured by safer 
and less drastic methods. On another page Mr. T. F. 
Todd argues that in the many uncomplicated cases 
the best treatment is induction of an artificial meno- 
pause by radiation. The first essential is correct 
diagnosis ; cancer must be excluded by biopsy of 
material from cervix and/or endometrium, and the 
presence of pelvic inflammation, large fibroids, or an 
ovarian cyst by careful clinical examination. When 
these precautions have been taken castration can be 
performed either by X rays directed to the ovaries 
or by intra-uterine radium. The desired effect on 
the ovary can be obtained with either form of treat- 
ment. Radium is convenient because it can be 
inserted when the diagnostic curettage is done; on 
the other hand X rays can be applied in two or three 
short sessions to the ovaries without affecting the 
uterus in any way. With either method permanent 
amenorrhea, due to the inhibition of ovulation, will 
result after 1-3 months. The risks of local overdosage 
with radium, to which Mr. Todd draws attention by 
relating some depressing examples, can be avoided 
easily by using the smallest dose known to -be 
effective ; he suggests 1800 milligramme-hours. More- 
over the radium units must be placed in a thick 
tube which maintains them at a distance of at least 
0-5 em, from the endometrium. In spite of the 
fact that Mr. Todd favours radium as on the whole 
the more convenient source of radiation for this pur- 
pose, many of his readers will be inclined to think 
he has made out a better case for X rays, noting that 
dosage is more easily controlled and the specific 
effects in the ovary more readily obtained by their use. 


THE GALENICAL OATH 


Puysicians have a code of ethics laid down for 
them more than thirteen hundred years ago and now 
pharmacists have formulated a code of their own, 
the oath of Galen following closely the spirit of the 
oath of Hippocrates. The good conduct rules were 
submitted to the pharmacists gathered last month for 
the annual meeting of the British Pharmaceutical 
Conference ; Edinburgh was an appropriate place for 
the purpose, for every Scottish graduate in medicine 
is required to declare “I will keep silence as to 
anything I have seen or heard while visiting the 
sick which it would be improper to divulge.” In 
large part the new code is an injunction to pharma- 
cists to be of exemplary behaviour in their conduct 
towards each other and towards the public. There is 
something of a rotarian flavour about the first rule 
which runs: ‘ The pharmacist should ever be mindful 
that his profession is dedicated to a great and serious 
public service,’ and the last which enjoins him so 
“to regulate his public and private conduct as to 
entitle him to the respect and confidence of the 
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community.’ Both are good rules; neither is in 
principle exclusively pharmaceutical. The items in 
the code defining the relation of the pharmacist to 
the medical profession are as follow: (1) The 
pharmacist should never discuss the therapeutic 
effect of a physician’s prescription with a customer, 
nor disclose details of the composition, but might 
suggest that such details can properly be discussed 
with the prescriber only. (2) The pharmacist should 
not substitute one article for another in a prescrip- 
tion, without the consent of the prescriber; but, 
should certain peculiar circumstances warrant it, 
any change made must be in keeping with clearly 
defined pharmaceutical procedure, and there must be 
no interference with the obvious intent of the 
prescriber as regards therapeutic action. (3) The 
pharmacist on detecting an error or omission in a 
prescription should protect the interests of his 
customer, and also the reputation of the physician, 
by conferring confidentially with the latter. These 
three rules reflect the common practice as it has long 
existed but no harm is done by putting them in 
black and white. 


REFUGEE DOCTORS IN THE U.S.A. 


AN editorial article in the Journal of the American 
Medical Association for Sept. 17th gives a table of the 
doctors admitted to the U.S.A. from Germany, 
Austria, and Italy as immigrant aliens for permanent 
residence during the last ten years. The figures 
are very nearly up to date, as the last twelvemonth 
on the table (the data for which are not quite final) 


Immigrant physicians from— 
During— 
Germany. 


Austria. Italy. 


(16) 3 (9) ll (13) 
1929 22 (31) 5 (17) ll (36) 
1930 3 (20) (18) 11 (16) 
1931 (19) (13) 3 6(26) 
1932 (14) (18) 5 (29) 
1933 (18) 7 (35) 
1934 160 (157) 2% 2 (34) 
1935 91 (155) 3 (28 5 6(48) 
1936 242 (291) (48) 9 (80) 
1937 271 (335) 15 (84) (113) 


1938 302 62 


ot als os 


1144 149 139 


ended June 30th, 1938. While the total number of 
physicians entering America in this way may not 
be great the problem itself is increasing, for the 
difficulty, our contemporary suggests, may well 
continue until all living Jewish physicians from 
Germany and Italy have been transplanted. Assum- 
ing that about 3000 have already been absorbed, 
there remain perhaps another 6000 to 7000 physicians 
to be absorbed by the rest of the world, The figures 
in parentheses on the table refer to the total number 
of graduates of foreign schools licensed in the same 
years, and the difference between one figure and the 
other must be made up of American citizens who have 
secured diplomas from foreign medical schools and 
have then returned to the United States to practise. 
Thus during 1937 it is presumed that 60 Americans 
returned with a German licence, 69 with an Austrian 
licence, and 99 with an Italian licence. Our con- 
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temporary remarks on this influx of medical 
diplomates from “schools of lesser rank ’’ and recalls 
a resolution of the American Medical Association that 
graduates of foreign institutions should be required to 
obtain full citizenship in the United States before 
being admitted to practice. The article calls atten- 
tion to the position of Poland where the action of the 
Association of Physicians in refusing membership 
to doctors of Jewish origin led to the disruption of 
the Association and ends on the note that only by 
careful sympathetic consideration will a reasonable 
solution be possible. 


MALIGNANT CONNECTIVE TISSUE TUMOURS 


THANKS to the work of the Registry of Bone 
Tumours in America, a classification based on histo- 
genesis has been widely accepted for tumours of 
bone. Dr. Gunnar Jénsson,! writing from Radium- 
hemmet, Stockholm, suggests a similar system for 
the tumours usually regarded as sarcomata but 
given names which are merely descriptive. He 
divides those examined by him into two groups: 
malignant tumours of muscle and fascia—including 
rhabdomyosarcoma, fibrosarcoma, myxoliposarcoma, 
and round-cell sarcoma—and malignant synovial 
tumours. The term rhabdomyosarcoma is used as 
synonymous with rhabdomyogenic sarcoma and 
does not imply that striation could always be demon- 
strated in the cells. At Radiumhemmet the cases 
are, for certain purposes, classified according to their 
clinical course, and the author and Dr, Reuterwall, 
pathologist to the hospital, found that certain 
characteristic elements—large cells with one or more 
nuclei, ribbon-like cells, and polymorphous giant 
cells—were associated with a rapid course, early 
metastases, and very slight radiosensitivity. If 
special stains are used it is possible to demonstrate 
fibrillar structures in the ribbon-like elements and 
cross-striation at the border of an occasional cell. 
Jénsson argues that there is no reason why there 


should not be a tumour of striped muscle without * 


demonstrable striations just as there are osteogenic 
sarcomas without new bone formation, or neurogenic 
sarcomas only distinguished from fibrosarcomas by 
their response to radiation. He will be supported 
by those who believe radiosensitivity of tumours to 
be related to the sensitivity of the tissue of origin, 
the degree of differentiation being a factor of secondary 
importance. Although 39 out of 70 cases are classed 
as rhabdomyosarcoma, spindle-cell and fibro-sarcomas 
are regarded as fairly common connective tissue 
tumours originating in fascia; neoplasms arising in 
fatty tissue are also described. Myxomatous tumours 
are believed to originate in embryonal fat, but 
degenerative changes in many sarcomas may present 
similar appearances. 

The malignant synovial tumours have been the 
subject of much controversy because a synovioma 
is an endothelioma and many pathologists hesitate 
to make this diagnosis which, as Jénsson points 
out, “‘ belongs to the most obscure and unclear of all 


tumour pathology.’”’ This prejudice should not 
prevent the recognition of tumours arising from 


joint capsules, tendon sheaths, or burse—structures 
lined by endothelial cells—in which endothelial 
characters are clearly seen. Knox has described in 
detail several cases of synovial sarcoma and drawn 
attention to the presence of glanduliform structures 
which may confuse diagnosis? Radiumhemmet 


has treated 22 malignant synovial tumours, and these 


1 Acta radiol., Stockh. 1938, Suppl. 36. 
2 Knox, Leila, Amer. J. Cancer, 1936, 28, 461. 
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are divided into two types: synovioma if endothelial 
cells predominate, and synovial fibrosarcoma if 
spindle cells are more numerous, It is interesting 
to note that these rhabdomyosarcomas tend to 
produce pulmonary metastases at an early stage, 
secondaries in lymph nodes or bone being recorded 
in a few cases only, while the synovial tumours 
nearly always develop metastases in the regional 
lymph nodes; secondaries in lung and other organs 
appear later. 

Treatment is not very satisfactory. At Radium- 
hemmet wide excision or electrocoagulation is 
combined with pre- or post-operative radiation by 
X rays, teleradium, or radium implant, but the cases 
are often seen only after excision has been done or 
when secondaries are already present. Tables are 
given to show the effect of the different methods of 
treatment but the numbers are so small that 
comparison is difficult. Of 20 cases of rhabdomyo- 
sarcoma 3 remained free from symptoms three 
years after combined surgical and radiological treat- 
ment, and of 19 other cases included in the group of 
fascial tumours 11 were free of symptoms three years 
after similar treatment ; 12 cases of synovial sarcoma 
also treated gave 5 three-year survivals, but one 
subsequently died of metastases. The tumours 
labelled rhabdomyosarcoma are very _ resistant 
to irradiation and it is not made clear why it should 
still be considered worth while to combine radiation 
with the surgery. Synovial sarcomas are regarded 
as sufficiently sensitive to justify treatment by radia- 
tion only in certain cases, and 2 cases so treated have 
remained symptom-free for one and two years 
respectively. 






DETECTION OF HCN 


HYDROGEN cyanide is so much more effective 
than any other known agent in ridding ships and 
houses of vermin and in killing insects in foodstuffs 
that its use is justified despite its danger to human 
beings. The gas is emitted in appreciable concen- 
tration as a by-product of some industrial processes. 
It is therefore essential to have well-studied and 
trustworthy methods of detection and estimation, 
based on data more definite than smell, for although 
the almond-like smell of HCN is characteristic it 
is faint and people sometimes have colds in the head. 
Of seven tests considered in an official leaflet, recently 
issued,! the only two specific ones are not, unfor- 
tunately, sufficiently sensitive to detect the low 
concentrations of the gas likely to be encountered 
in the atmosphere. Two tests have been selected for 
description and the precautions necessary to render 
them trustworthy are carefully described. Both 
depend on definite and measurable colour changes of 
test-papers fitted in the standard pattern of aspirating 
syringe described m an earlier pamphlet on hydrogen 
sulphide, and as in the case of that gas copies of the 
stains produced, with defined numbers of strokes of 
the piston, by definite concentrations from 1 volume 
of the gas in 100,000 to 1 in 4000 of air are supplied 
in a pocket in the cover. Incidentally the high price 
is due to the difficulty of reproducing these stains. 
Hydrogen cyanide is too weak an acid to give a blue 
stain with Congo red alone but, when silver nitrate 
is present, silver cyanide is formed liberating nitric 
acid which gives the stain. A mixed solution of 
benzidine and copper acetate reacts with hydrogen 


cyanide producing a blue compound. These two 


1 Department of Scientific and Industrial Research. Methods 
for the Detection of Toxic Gases in Industry. Leaflet 2, 
Hydrogen Cyanide Vapour. 5s. 6d. See Lancet, July 23rd, p.207. 
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reactions form the bases of the two tests recom- 
mended. It is shown how certain interfering sub- 
stances can be prevented from vitiating the tests 
and the conditions under which they cannot be 
applied are indicated. Means of reaching spaces not 
readily accessible are described and hints as to first aid 
are given. These tests should be applied in eliciting 
the facts where accident has occurred when the gas 
has been used or when its presence may be suspected. 
It should not be forgotten that since hydrogen 
cyanide is of about the same density as air mere 
diffusion, aided by the sense of smell, is not sufficient 
to ensure the safety of an enclosure in which it has 
been used or evolved, 


EMERGENCY BED SERVICE EXTENDED 


From the date of this issue the Emergency Bed 
Service in London, which since its inception in June 
has been available only during the day-time, will be 
extended to cover the whole 24 hours, The organisa- 
tion has worked so smoothly that no changes have 
had to be made in the original scheme. So far the 
office has received 1500 calls from about a thousand 
doctors, and the great majority of inquiries for beds 
have been met without difficulty. The exceptions 
have been a few cases, amounting to about 2 per cent. 
of the total, which were clearly not urgent and there- 
fore outside the scope of the service. It is still not 
always realised that the facilities are for emergency 
and acute cases only, that is, for patients who cannot 
bide their turn on a hospital waiting-list. The good- 
will between doctors and hospitals on which the 
success of the service depends would be jeopardised 
if there should be want of care in the selection of 
cases, There have, we understand, been few calls 
from outside greater London, for most patients sent 
to London hospitals from the country are requiring 
investigation rather than emergency treatment ; 
but some have come from 30 or 40 milesaway. During 
the summer months the number of beds available 
has always exceeded the demand, 


MORTALITY FROM PERNICIOUS ANAMIA 


A GREAT decline in the mortality debited to 
pernicious anw#mia after the introduction of liver 
therapy in 1927 has been noted by students of vital 
statistics in various parts of the world.’ Olav 
Hanssen, of the University Medical Clinic A. Riks- 
hospitalet, Oslo, sets out the figures for Norway.’ 
Between 1913 and 1927 the registered death-rate 
in that country, standardised for changes in age- 
distribution, showed some tendency to rise for both 
sexes, This trend was abruptly broken in 1927 and 
in 1928 the total mortality-rate fell to only half its 
level in 1926. To rule out annual fluctuations due 
to small numbers Hanssen also takes a series of years 
and finds that in 1933-35 the standardised rate was 
for males 48 per cent, of the rate in 1923-27 and 
for females 47 per cent. In 1928-32 the corresponding 
percentages were 59 and 61, and 1935 shows lower 
death-rates than any previously recorded, so that the 
decline in mortality continues to the latest date. 
The favourable movement is shown for both sexes at 
all ages below 70, the material being rather too small 
for any deduction that one age-group has benefited 
more than another. At ages over 70 the mortality 
has risen Gn keeping with English statistics), but 


ay 1929, 2, 1086; Seventy-seventh annual sien of 
the Registrar- General for Scotland, 1931, Appendix V ; Lancei, 
45259. 43; Brit. med. J. 1935, 1, 1013; Amer. J Hyg. 1937, 

3 Acta med. scand. Suppl. 90 (Medical and Physiological 
Papers Dedicated to Dr. H. C. Hagedorn), 1938. 
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Hanssen is probably right in thinking that this may 
be due in part to more accurate certification of death 
at advanced ages and in part to younger patients 
being kept alive by liver treatment to die at a riper 
age—when their deaths if pernicious anwmia is 
mentioned on the certificate as a contributory cause 
will be debited, in many cases, to that cause. At 
the same time he believes that the total mortality 
ought to be reduced still further through earlier 
diagnosis by the physician and more consistent 
perseverance in the treatment by the patient. A point 
of some interest to which he refers is the relatively 
low death-rate from pernicious ans#mia in the three 
northern counties of Norway where there are “ large 
seasonal fisheries.” A possible explanation is the 
larger consumption of fish and fish liver in those 
areas—but less accurate statistics cannot be dismissed 
as a factor. 


FILARIAL SPECIES SANITATION 


In the most southerly part of western India, 
where the Travancore State stretches northwards 
for 170 miles from Cape Comorin, there are two 
filarial parasites of man whose larve have a nocturnal 
periodicity in the blood: Wuchereria bancrofti and 
the unknown parent worms of Microfilaria malayi. 
The inhabitants of large areas in the State’s coastal 
strip are heavily infected almost exclusively with 
the latter organism, the endemicity rate being over 
30 per cent. even when palpable lymphatic glands 
are not reckoned as evidence of parasitism, These 
facts, established by M. O. T. Iyengar during three 
years’ work for the Government of Travancore, are 
now made widely available. The reason for the 
prevalence of infection by Mf. malayi, especially in 
the northern half of the alluvial plain, lies in the 
habits of the intermediate mosquito host of the 
genus mansonioides, and in an industry of man which 
favours their breeding. The eggs of these mosquito 
species are not laid on the surface of water but on 
submerged parts of the leaves of Pistia stratioides, 
a plant which floats with hanging roots in still water, 
and in natural conditions female mansonioides will 
not oviposit in the absence of pistia. When the 
eggs hatch, the larve and later the pupx obtain their 
oxygen for breathing by pushing the armed openings 
of the respiratory apparatus not past the surface 
of the water into the air but into the hanging pistia 
roots, which contain ample air cavities; and if a 
pond is rid of pistia these immature mosquito stages 
have not been found to survive for more than two 
days. The food of the larve consists of finely 
suspended organic matter and they thrive best on 
particles freed from coconut husks which have been 
steeped for coir-making—in other words the local 
filariasis is man-made, Coir-making, however, is so 
important a local means of livelihood that to stop 
it is, as things are, economically impossible; accord- 
ingly the destruction of mansonioides larve which is 
needed to prevent this infection must be done by 
their suffocation rather than by their starvation— 
that is, by the systematic and general clearing away 
of pistia and not by the prohibition of coir-making. 
Though oiling of culex breeding-places in the towns 
of Trivandrum and Quilon will stop the transmission of 
Bancroftian filariasis on which the clearing away 
of pistia has no effect, the surface oiling of mansoni- 
oides breeding-ponds does not inconvenience these 
immature insects, seeing that they do not come to the 
surface to breathe. It is clear, then, that though the 


1 Studies on the Botiomisieay of Filariasis » sppeneae. 
8. 
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details differ, species prananin in Sete with 
microfilarial periodicity is as definite a duty as in 
malaria. 

Travancore is a pointer. 
so far as its limits are at present known, extends 
eastwards from there to the Chekiang province of 


The range of Mf. malayi, 


China, Moreover this organism has been found 
in Amoy by L.-C. Feng? in 1 prisoner, who came from 
Chekiang, out of 22 who had microfilariz in the blood. 
Much of Manson’s pioneer work on filarial infection 
and periodicity was done at Amoy, and Feng’s 
report makes it at least possible that Manson was 
dealing with both these periodic infections and not, 
as has been assumed, only with that by W. bancrofti, 
8. L. Brug * detected and named Mf. malayi in 1927, 
but there has been no sustained effort to display the 
adult worms in the intervening eleven years. Apart 
from the zoological interest, the medical importance 
of the separation of these infections, particularly for 
prognosis and prevention, calls for critical examina- 
tion of clinical and pathological material; the fact 
that elephantiasis of the scrotum is far less common 
in Malayan than in Bancroftian filariasis suggests 
that the optimum habitats of the adults worms must 
be different, If, as seems likely, there prove to be 
other differences in the worm’s biology and in the 
host’s reaction to its presence, these may be expected 
to throw needed light on still obscure problems of 
filariasis particularly in regard to infections which 
have a nocturnal microfilarial periodicity. 


THE BIOLOGY OF ARTERIO-SCLEROSIS 


Tue nature of arterio-sclerosis has been studied 
by innumerable devices, from suspending rabbits 
upside down to micro-incineration. Winternitz, 
Thomas, and Le Compte approach the subject 
from a new and yet obvious angle. They have studied 
the actual lesions occurring in man rather than the 
induced arterial cholesterolosis of animals and have 


considered these changes in relation to the blood- . 


supply of the arterial wall. In order to do this they 
have combined the injections of Ruysch and the 
clearing methods of Spalteholz with modern histo- 
logical technique and the results are stimulating and 
instructive. Beginning with an account of the normal 
vascular supply of the large vessels, they show that 
in addition to the vasa vasorum supplying the 
adventitia and media, there are numerous minute 
vascular openings in the intima, chiefly in the region 
of the mouths of branch vessels; from those a fine 
network of capillaries spreads through the intima 
and superficial media. Winternitz and his colleagues 
describe the changes that take place in this vascular 
network during the obliteration of the ductus arterio- 
sus and question Barcroft’s suggestion of closure by 
a muscular sphincter, a theory which cannot be 
substantiated by morphological study. Few fine 
vessels can be observed in the arteries of young 
people, but their number increases with advancing age, 
particularly in subjects with cardiovascular disease ; 
such subjects commonly show areas of subintimal 
exudation and hemorrhage in the places with a rich 
vascular network. It is sometimes difficult in a 
thrombosed vessel to distinguish between a primary 
lesion within the lumen and one in the vesbel wall, 
since later changes may obscure the original one, 


* Chin. med. J. 1933, 47, 168. 
® Geneesk. Tijdschr. Ned.-Ind. 1927, 67, 750. 

* The Biology of Arteriosclerosis. By M. C. Winternitz, uM Deo 
R. M. Thomas, M.D., and P. M. Le Compte, M.D., the 
Department of Pathology, Yale University School of Medicine, 
New Haven, Connecticut. > arm and Baltimore: Charles 
Cc. Thomas. 1938. Pp. 142 $4. 
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The suggestion that an atheromatous plaque may 
be the final stage in a process starting in a localised 
area of intimal edema and hemorrhage from an 
intimal capillary is of interest; the subsequent 
formation of the yellow nodule by organisation or 
necrosis of the blood clot with deposition of cholesterol 
is regarded as analogous to the changes found in old 
hemorrhages in general. No explanation is offered 
for the predominant lipoidal character of the deposit 
or of the formation, collection, and persistence of such 
a high concentration of cholesterol when the choles- 
terol content of the adjacent tissue and fluids is low. 
Of the possible cause of the initiation of this process 
in the vessel wall, the authors say little, apart from 
the possibility of a hormonal influence as an intrinsic 
factor or of bacterial action leading to cellular 
proliferation. 

Some of their anatomical deductions are open to 
criticism. In the first place the injected fluid was 
applied at pressures rising to between 800-1000 mm. 
of mercury, and although they admit that this caused 
considerable distortion they pass it over lightly. 
Nowhere in the monograph is there any mention of 
vascular lymphatic channels, and it seems more than 
probable that many of their vascular capillaries are 
really lymphatics, Further, these fine vascular 
networks were not observed in healthy vessels, though 
the authors suggest (partly on embryological evidence) 
that this network is “ potentially functional” in 
these normal vessels and becomes so as the result of 
age or disease, It seems more reasonable to suppose 
that this vascularity is pathological and is a result 
rather than the beginning of the degenerative processes, 
It may be hoped that this work will stimulate others 
to approach the subject from a similar aspect and 
that a more complete morphological foundation will 
be provided for experimental work. 


COD-LIVER OIL FOR DIABETIC ULCERS 


GANGRENE of the foot, once it has started in the 
diabetic subject, as a rule pursues its relentless course 
until amputation is called for. The decision to 
amputate is itself a heavy responsibility, for the 
patient is often a bad surgical risk with arterial 
degeneration added to the glycosuria. Most of the 
diabetics with infections or ulcers of the feet are over 
fifty years of age; H. Brandaleone and his co-workers 
have put ! the percentage as high as 81. The obvious 
way of preventing disaster is to promote the healing 
of small lesions before they have become serious. 
Diabetic patients should be taught the most scrupulous 
care of the feet, and forbidden to cut corns or other- 
wise injure the cutaneous surface. Some hospitals 
have a special foot clinic at which diabetic patients 
attend weekly. Such a clinic was described by 
Brandaleone last ygar. He now reports * an advance 
in the treatment of diabetic ulcers by the application 
of cod-liver oil. He is not sure, any more than other 
workers have been,? what the healing power of the 
oil depends on: whether it is vitamin A acting on 
devitalised tissues or some bactericidal power. The 
fact is that of 21 diabetic patients so treated 20 
showed complete healing of the ulcers. Before this 
local application of cod-liver oil was tried all the 
patients had received routine foot care—daily soaking 
of the foot, thorough drying, and application of 
lanolin; 15 of them already had multiple lesions, 
The treatment was given in the clinic on one day 
in the week, on other days at home. The duration 


1 Ann. aay. 
2 Ibid, Ju z 
® See Lancet, 1934, 


1937, 105, ee: 
1938, p. 141. 
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of the diabetes varied from 1 to 17 years, and the 
feet had been treated for periods varying from 1 to 
136 weeks. Twelve of the patients required insulin. 
The cod-liver oil was applied after the routine soaking 
and drying of the feet. The average time required for 
healing was 10-1 weeks; photographs taken at 
various stages of treatment demonstrate its complete- 
ness. A control series of 11 cases with 21 lesions 
received routine treatment up to 32 weeks but no 
application of cod-liver oil; 3 of the lesions remained 
unhealed, 9 were improved, 1 healed completely, and 
8 recurred, This is in striking contrast to the cod- 
liver oil group, in which only 1 patient out of 21 
failed to heal completely. Brandaleone has made 
out a good case for this treatment, 


RESTRICTIONS ON SULPHANILAMIDE 


THE Food and Drug Administration of the United 
States of America has issued a warning about 
sulphanilamide and its derivatives. The official 
notice declares it to be the consensus of medical 
opinion that this group of drugs is valuable when 
the dosage is adjusted to the requirement of the 
individual patient but dangerous when used under 
other conditions. The notice adds that preparations 
are being made to enforce in respect of ‘sulphanil- 
amide that section of the new food and drug law 
which declares that drugs are misbranded when 
distributed under labelling which may result in their 
general use by the public. The effect of this notice 
will be to prohibit the retail sale of the substance 
except on a physician’s prescription. American 
practice will thus be brought into line with that in 
this country where, after Jan. Ist, 1939, if the Home 
Secretary confirms his draft order (Lancet, Sept. 10th, 
p. 647), under the Pharmacy and Poisons Act, 1933, 


adding it to the Fourth Schedule, sulphanilamide 
ean only be supplied on the written prescription of a 
medical practitioner, dentist, or veterinary surgeon. 


CARDIAZOL CONVULSIONS 


Tue treatment of schizophrenia by cardiazol is 
so much easier and less costly to administer than the 
sister method, insulin hypoglycemia, that it is 
urgently desirable to establish its value and limitations. 
Investigation of recorded experience has _ been 
hampered by the growing practice of combining the 
two methods: indeed so far has the zeal for multiple 
treatments gone that a Chicago group of workers 
write of their “combined (rotating) chemotherapy 
with insulin, Metrazol, narcosis and fever in functional 
psychosis.’ These workers report their results in 
66 patients, to 30 of whom cardiazol was the first 
treatment given; 9 of the patients had previously 
had a course of insulin “ shocks,’ 11 had previously 
had continuous narcosis, 9 had had artificial fever, 
and 7 had had both fever and narcosis. About half 
of the subjects were schizophrenic, and a quarter 
manic-depressive. It was found that the remission 
rate for these patients with “ functional psychosis ”’ 
was twice as high as it had been for similar cases 
two years before, when general treatment, some- 
times with and sometimes without continuous 
narcosis, was being employed. The writers give 
various tables, but the figures are small, and the 
complications introduced into their investigation 
permit of no conclusions as to the efficacy of cardiazol. 
Clearer planning of experiments and the analysis of 
results according to statistical principles are needed 
more than the inclusion of the inacceptable tributes 


' Low, A. A., Sonenthal, I. R., Blaurock, M. F., Kaplan, M. 
and Sherman, 1., Arch. Neurol. Psychiat. Chicago, 1938, 39, 717. 
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often paid to “science”? in the form of not very 
precise details about blood chemistry and basal 
metabolism. Among the by-products of cardiazol 
treatment have been a number of studies of the 
neurological aspects of the convulsion from many 
angles, including electro-encephalography.2) When 
a convulsion occurs there is a sudden increase in 
potential and drop in frequency in an area near the 
superior frontal convolution ; this outburst, which 
is coincident with the tonic spasm, interrupts a 
diffuse abnormal discharge (which also occurs in 
those patients in whom the cardiazol does not 
provoke a convulsion). The focal discharge here 
presents the same problem as in epilepsy. Cook 
and Grey Walter can throw no light on the precise 
relation between the electro-encephalographic changes 
and the motor and psychic disturbances. 


DENTAL SERVICES IN NATIONAL EMERGENCY 


WELL on in the late war a dental tribunal was set 
up by the Ministry of National Service and, with the 
help of a dental services committee, did its best to 
satisfy the need in gunshot wounds for skilled atten- 
tion to teeth and jaws. Last week, in face of the 
possibility of a national emergency then arising, the 
dental profession offered to supply the Ministry of 
Health, and such other Departments of State as might 
be concerned, with a complete picture of what they 
were prepared to offer, On behalf of the British 
Dental Association, the Incorporated Dental Society, 
and the Public Dental Service Association, a form 
of inquiry has been issued to every practitioner in the 
country asking whether in the event of national 
emergency he would be prepared to offer his services, 
and, if so, where and in what capacity. The signatory 
is asked to state that he raises no objection to the 
disclosure of the information to the appropriate 
central or local authority, although it is understood 
that the completion of the form in itself entails no 
liability to service. From an analysis of these 
inquiry forms the British Dental Association will 
be able to build up a complete card index of available 
dental services. 


On Thursday, Oct. 13th, at 4.30 p.m., Prof. Leonard 
Parsons will deliver the Schorstein lecture at the 
London Hospital medical college. He will speak 
on the hemolytic anemias of childhood. The post- 
graduate course for former students of the hospital 
will not now be held. 


THE opening address of the new session at Guy’s 
Hospital will be delivered on Friday, Oct. 14th, 
at 3 p.m., by Sir Henry Dale, F.R.S., who will also 
distribute the prizes. He will speak on the future 
of medicine. 


2 Cook, L. C., and Grey Walter, W., J. Neurol. Psychiat 
July, 1938, p. 180. 


BRITISH POSTGRADUATE MEDICAL ScHooL.— The 
first lectures of special courses which are being held 
at the school this winter are announced in our Medica! 
Diary. In the department of medicine Dr. C. W. 
Buckley is giving six lectures on arthritis ; in the depart- 
ment of surgery Mr. G. Gordon-Taylor is giving two 
lectures on cancer of the breast; and in the department 
of pathology Mr. F. G. Young, Ph.D., is giving five 
lectures on carbohydrate metabolism. In the department 
of obstetrics and gynecology a course of lectures by 
different speakers is being held on Thursday afternoons 
from Oct. 13th to Feb. 16th. The general title of the 
course is Present-day Obstetrics. Applications for tickets 
should be sent to the dean of the school, Ducane-road, 


London, W.12. 
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SPECIAL ARTICLES 


UNITY OF MEDICAL SERVICES 
THE ABERDEEN VENTURE* 


By Viscount Dawson or PENN, F.R.C.P. 


THE roots of this school go deep into the past : 
in the opening years of the sixteenth century Aberdeen 
was the first university in Great Britain to accept 
the study of physic as part of its curriculum. Coming 
to more recent times the school has existed for 70 years 
and this fine building, which it is my privilege to open, 
will not only house medical education of to-day 
but enshrine the spirit and traditions which have 
given the school its life and worth. 

Apart from its distinguished record your school has, 
like all that is best in medicine, personality. ‘‘ The 
Aberdeen school”’’ is a fraternity of world renown, 
In the same way the Royal Infirmary is a living 
society so provided, in its new buildings, as to bring 
to the service of the public Knowledge—established 
and always accruing. 

Where you stand in the forefront and point the 
way is in this lay-out of 111 acres—this assemblage 
of hospitals and clinies—this gathering together of 
diverse paths of knowledge, into a great centre, 
under the #gis of the university, which inspires and 
serves this region of the country, the hospital services 
of which, in their turn, look towards your leadership 
and help. And may be your regional scheme could 
be a pattern for the mapping of Great Britain into 
similar areas. This Foresterhill site offers a unique 
opportunity for giving reality to that wider com- 
prehension of medicine which is necessary to the 
progress of the nation. 


THE OPPORTUNITY 


The study and teaching of the causes and treat- 
ment of disease will continue within this school and 
adjacent hospitals as heretofore, and Aberdeen has 
long been held in high repute for the thoroughness 
of the training of its students. These will continue 
to be the nucleus of this site. But medicine has 
also to embrace all that appertains to the prevention 
of disease and to the building up of the health and 
strength of the people, such as the care of mothers and 
infants, the health of school-children, the problems of 
nutrition and physical education and recreation, and 
the control of infectious diseases. 

Curative and preventive medicine are separated 
too much into compartments. They should be brought 
together, taught together, practised side by side. 
At present preventive medicine is inadequately 
taught and is often but a postscript to the student’s 
career, 

The contact between the two branches is at present 
fitful—too much a matter of phrases—and never will 
be effective until it comprises organised coéperation. 
If here, on this site, the golden opportunity is seized, 
curative and preventive medicine can be taught 
side by side, and a new unity in medicine secured. 

Such a site as this affords a basis for this broaden- 
ing of medical education to the profit of the com- 
munity. It would be easy for the city, if in its wisdom 
it were so minded, to erect on the site a building which 
would house the more important communal clinics. 
Think what that would mean, From the very first 


* Part of an address delivered in opening the new medical 
school at Aberdeen on Sept. 28th. 


the students would have the atmosphere of preventive 
medicine. In the infant and child welfare clinics, 
for instance, they would see mothers taught how to 
rear their children, so as to make of them the best ; 
they would learn about feeding, about physical 
education of the young; they would realise that the 
work of the doctor is in large measure that of a teacher 
of the way of living, and that the student needs 
to learn to be an exponent of the means and methods 
of healthy living. 

At least half of the work of the doctor will, in the 
future, consist in furthering constructive health. 
He will study man well, as much as man sick. His 
practice will extend its range from the home and the 
surgery to the clinic, and also to the factory and the 
shop; for more and more great business concerns 
take the health of their people into their care and to 
that end found clinics which need doctors to direct 
them, 

So much for the education of the doctor. Let me 
next consider what I take to be this conception of 
service from the point of view of the public. Imagine 
the advantage to them of the team-work rendered 
possible by this plan. The medical officers of, say, 
the prenatal, maternity, or child welfare clinics 
come across something which suggests illness. There, 
a few yards from them, is the appropriate department, 
medical or surgical. Consultation ensues, and early 


treatment results. And, again, to the advantage 
of the public, doctors would confer and thereby 


stimulate each other. 
And may I add a word on economy in expenditure ? 
Efficient laboratory are costly. Take, 
for example, radiology. The growth of this subject 
and the consequent elaboration of its plant involves 


services 


considerable outlay. The cost not so many years 
ago of an efficient X ray plant was about £500. 


To-day it is nearer £5000 or more, with a correspond- 
ing raised cost for maintenance. On a site such as 
this you can have a centralised X ray installation 
of the best which will serve all the units. 

Having presented to you what can be achieved with 
the opportunities attaching to this lay-out, let me 
place before you by contrast the conditions as they 
exist in the country to-day. 

SEPARATE ENDEAVOUR 

Taking the country as a whole there has been a 
gradual growth these recent years of medical services 
and hospitals which, however individually excellent, 
have become a medley of separate efforts. These 
services as they exist to-day fall under the following 
headings: (1) communal services and clinics; (2) 
‘** voluntary ”’ hospitals ; and (3) municipal hospitals. 

The communal “services are exemplified by the 
following: maternity and prenatal clinics; infant 
and child welfare clinics which give advice on the 
rearing and treatment of children to widening circles 
of the community ; the school medical service which 
embraces the care of healthy and defective children ; 
orthopedic services which include the search for 
child cripples and their treatment in clinic or hospital, 
their education during treatment, and their after- 
care; and services for tuberculosis, fevers (including 
influenza and pneumonia), venereal diseases, rheu- 
matism, and epidemic nervous diseases. 





These services represent a fine achievement, which 
stands to the credit of local authorities and their 
medical officers, and confer substantial benefits on 
the common health. A serious defect is their isolation 
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and their divorcement from the general body of 
doctors of their districts, They need to be brought 
into the texture of medical practice. They and their 
specialist needs should be based on the hospitals, 
and their medical officers should whenever possible 
be general practitioners with the appropriate post- 
graduate training. 

It is useless to expect the general practitioner to 
think in terms of constructive health unless the 
clinics and services of constructive health are open 
to him as part of his work and career. The greatest 
need of medical practice in the national interest is 
to make such changes in our organisation as will 
end the segregation of curative and preventive medi- 
cine into separate compartments, and this can only 
be accomplished by a wide scheme of codperation 

Next let us consider the “ voluntary” hospitals, 
of which your Royal Infirmary is a type. Their 
leading examples are centuries old ; round them have 
been gathered the great masters of medicine in 
succeeding generations; schools of medicine have 
been founded on them and in turn the best minds of 
the profession have given them service. They are 
living societies which have grown up with the British 
people, and with their great traditions of service 
they preserve distinctiveness, avoid dry uniformity, 
and enfold a clinical wisdom born of long experience. 

Provided the dead wood is periodically cut out 
of their midst, to allow the voluntary hospitals to 
languish for want of material support, or to let them, 
and all they stand for, die by absorption into local 
authorities would be alien to our genius for social 
evolution and a damage to our national well-being. 
On the other hand, voluntary hospitals cannot stand 
as disconnected institutions but must play their 
part in a comprehensive scheme of medical services ; 
nor can they claim that the possession of teaching 
schools confers the right to exclusiveness, for the 
function of teaching has become extended to com- 
munal clinics and municipal hospitals, What does 
matter is that a spirit of unity and learning should 
run through all. The fault of the voluntary hos- 
pitals in recent days has been their slowness to widen 
their horizon so as to include the ideals and purport 
of preventive medicine. 

And what of the municipal hospitals? They have 
come into existence during the last eight years and 
have steadily grown in numbers and importance, 
They afford further provision for the sick, and such 
is needed. In the Aberdeen area you have founded 
a pathological laboratory service open to the doctors 
of the whole area—a far-sighted and helpful project. 
Unlike the voluntary hospitals they do not receive 
strength from their historic background, but rather 
have to shake themselves free of its entanglements. 
Although they are serving the community well, 
their coming into existence has intensified the necessity 
for coéperation, 

With the voluntary and the municipal hospitals 
working each on independent lines there are two sets 
of hospitals and two sets of doctors in the same 
community. This fact surely carries its own condemna- 
tion. Confusion and conflict must result, and the 
interests of the community they both desire to serve 
will be increasingly compromised. Is it not obvious 
they should coéperate ? Are not their attributes com- 
plementary ? Neither of them can replace the other. 


THE REMEDY 
What is the remedy ? 
Why, it lies before us here—on this site! Indeed, 
its foundations are well and truly laid. Only vision 
and courage are needed for fulfilment, The com- 
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munal services will soon be represented on the site 
by the prenatal clinic and, I hope, a municipal wing 
to the maternity hospital. An orthopedic service 
run jointly by city and university would be peculiarly 
at home within the same scheme, and enable Aberdeen 
to bring the benefits of this specialised knowledge 
to the needs of the crippled and injured throughout 
this region of the country. So the scheme would grow. 

Doubtless some form of coérdinated management 
would be needed. Such has already been tried out— 
in Manchester, Liverpool, and Oxford, among other 
areas, In Manchester there is an “‘ advisory hospital 
authority ’’ on which are representatives of the city, 
university, and voluntary hospitals, which report 
to their parent bodies, and this advisory joint com- 
mittee works with smoothness and carries confidence. 

Let me revert to this Foresterhill scheme and 
review the great opportunities it offers under the 
joint auspices of city and university—a medical 
college fully equipped for the pursuit and teaching 
of the sciences, basic to the art of medicine; an 
assemblage of hospitals for maternity, children, 
distempers of the mind, gathered round the Royal 
Infirmary, What finer clinical training could there be! 

Equally important. Medical services and clinics 
devoted to health in motherhood, the rearing and 
training of vigorous youth, and such agencies as 
promote right feeding and health in home and factory 
—the doctor as teacher and healer. 


QUALITY OF THE NATION 


The foregoing are concerned with nurture; but 
I venture to remind you that for good nurture to be 
effective we must at the same time have regard to the 
quality of the stock ; and here again on medicine lies 
the duty of leadership. We can study and teach 
the conditions which make for the birth of good and 
bad progeny ; we can make known the truths about 
reproduction—how adequate size of families is 
essential to the health of mothers and children, 
and not less to the nation, if the latter is to remain 
strong and worthy of its great heritage. It will be 
agreed that a nation cannot remain strong unless it is 
reinforced by new life—unless there is large enough 
turnover to replace the ageing population. 

Do we realise that quite soon we shall have more 
school accommodation than we can fill—that, with the 
present practice of barren fertility, by 1951 the 
number of children in England and Wales will have 
fallen from the 9} millions in 1931 to 5} millions ? 
After 1943 we shall be on the slippery slope of a 
shrinking child population, and that will mean a world 
without laughter. 

Doctors will press home these truths, and we shall 
also plead the necessity of having a greater care for 
quality—of so planning that, as the abler children 
emerge they shall have priority opportunities of 
getting to the front and becoming leaders of their 
generation. - The smaller the birth-rate the more it is 
necessary to organise selection for quality if the race 
is not to deteriorate ; and that we shall cease to make 
futile efforts to range the weaklings with the strong, 
for in the field of life there must be tares with the 
wheat. 

Such, then, are the great and noble purposes which 
can come to life from your far-sighted conception— 
for, says Bacon, “ a-wise man will make more oppor- 
tunities than he finds,’ While thanking you for the 
privilege of opening this school, may I end by express- 
ing the hope that this great venture may, in the not 
distant future, come to a full fruition; and thus 
bring health and strength to the people, the prestige 
of leadership to your city, and fame to your university? 
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THIRD INTERNATIONAL CONGRESS OF 
TROPICAL MEDICINE AND MALARIA 


TuIs congress, after abortive attempts, eventually 
came to a successful issue last week, though it was 
held under the dread of a volcanic eruption in com- 
parison with which that of 1914 would have ranked 
as a mere firework display. Previous international 
congresses on these two divisions, or rather sub- 
divisions, of tropical work have been held indepen- 
dently. The first on tropical medicine took place 
in London in August, 1913, the second in December, 
1928. The third was to have been held in Amsterdam 
in 1932, but had to be postponed. The first inter- 
national malaria congress met at Rome in October, 
1925, the second at Algiers in May, 1930; the third, 
arranged for 1935 in Madrid, was temporarily post- 
poned and then put off altogether till more favourable 
times. Finally, it was resolved to hold the two 
simultaneously in Amsterdam during the last week 
of September this year. Yet again a scheme care- 
fully prepared to meet all ordinary difficulties nearly 
came to naught. The first two days were most happy, 
instructive, and fruitful; thereafter the threatening 
political atmosphere made itself seriously felt and a 
considerable number of the delegates forsook the 
scene of calm scientific deliberation and fled for home. 

So much had to be debated—114 papers had been 
promised and 102 were actually presented—that 
two and on some days even three separate sessions 
had to be held simultaneously. On malaria alone 
42 papers were communicated, dealing with such 
varied aspects of the malaria problem as its control 
in different countries, local field research, immunity, 
epidemiology, parasitology, and treatment. The 
discussions on the effects of treatment upon the 
development and degree of immunity acquired 
in malarial infections seemed to make the greatest 
appeal to members and evoked much informative 
comment, 

DEFICIENCY DISEASES 

On the tropical medicine side the discussion on 
deficiency diseases aroused great interest. Sir Robert 
McCarrison (Great Britain) presided at.the opening 
meeting and read the first paper. He pointed out 
how much the world is indebted to Dutch physicians 
for our earliest knowledge of these diseases and, 
among those still living, to Prof. G. Grijns, the 
president of the congress, Prof. W. A. P. Schiiffner, 
and Prof. W. A. Kuenen, He gave a sketch of the 
vitamins and their properties, maintaining that 
they enter widely into nutritional, physiological, 
and general corporeal processes, mental as well 
as physical. Major-General A. Thiroux (France) 
followed with an account of avitaminoses as met with 
in the French colonial possessions, notably ocular 
affections such as xerophthalmia, night-blindness, 
and trachoma; sprue in Cochin China; beri-beri 
and rickets; and vitamin-A deficiency leading to 
susceptibility to pneumonia, Prof. P. J. Du Toit 
spoke on calcium and phosphorus deficiency in 
domestic animals in South Africa, showing that 
rickets is observed when the phosphorus is deficient 
or not absorbed and that it is aggravated if vitamin D 
is low; osteodystrophia is a condition quite distinct 
from rickets and occurs when calcium is deficient 
or not absorbed, Prof. B. C. P. Jansen (Amsterdam) 
spoke of the uses and application of aneurin in 
controlling beri-beri. Aneurin is synthesised vitamin 
B, and can be produced commercially quite 
cheaply. Prof. A. C. Reed (California) dealt with 
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the wider questions of the principles generally 
applicable to prevent avitaminoses; subclinical 
as well as actual morbid states of deficiency ; dietary 
deficiencies depending on conditions of war, break- 
down of communications, widespread national disaster, 
epidemic outbreaks, and the like, and the means of 
securing adequate dietary by Government control, 
education, and demonstration. 

A contribution of importance was interposed by 
Lieut.-Col. G. R. McRoberts, I.M.S., who spoke on 
abnormal mineral metabolism in the tropics. He called 
attention to an asthenic condition observed for the 
past thirty to forty years in Madras, often fatal, 
which was attributed to excess of fluorine in food 
or water. The characteristic of this condition, 
in addition to the well-known dental lesions, was 
a gradual transformation of membranes, certain 
tendons, the intercostal muscles and other structures 
into bone, with resulting paralysis. Prof. T. D. 
Spies (Cincinnati) summed up clearly the réle of 
nicotinic acid in human nutrition and showed excellent 
slides illustrating pellagral conditions and the rapid 
improvement in many of the lesions after the drug 
had been taken, He noted that in cases apparently 
similar in severity the effective dosage may vary 
within wide limits. 

FILARIASIS 

As in all such congresses many of the communica- 
tions summarised things already known, and such 
periodic stock-taking is certainly of value. The 
contribution by Prof. J. Rodhain (Antwerp) on 
filariasis was a most useful review of the subject. 
Prof. H. Galliard (Indo-China) sent a paper on the 
pathogenicity of F. malayi which was read by Prof. 
8. L. Brug. He explained the importance of this 
infestation in Tongking and Cochin China ; its patho- 
logy differs in many respects from that of F’. bancrofti, 
and it is more prevalent. Prof. Brug followed with 


‘ @ paper of his own on the relative influence of various 


mosquitoes in the development of Mf. malayi and 
Mf. bancrofti in Celebes and Kabaena, islands in the 
Malay archipelago. The same organisms are found 
also in India, the chief vector being Oulex fatigans. 
Prof. M. Khalil Bey (Egypt) read a paper on the 
periodicity of the appearance of filarial embryos 
in the peripheral circulation, bringing forward a 
new theory to account for it, 


YELLOW FEVER AND PLAGUE 

The papers on yellow fever were of the highest 
interest. Dr, F. L. Soper (South America) gave an 
account of jungle yellow fever and related the results 
of using vaccine 17p, From February, 1937, it 
was given without immune serum; during the rest 
of that year 36,000 persons were vaccinated, and by 
September, 1938, over three-quarters of a million. 
He discussed the possible danger of the vaccine being 
taken up from the vaccinated subject by the vector and 
of its reversion to virulence. The general conclusion 
was that fortunately such reversion does not occur. 
Dr. G. M. Findlay (Great Britain) contributed a paper 
on control of the disease and explained that negative 
protection tests after vaccination do not necessarily 
mean that the subject is again highly susceptible ; 
there may be some tissue immunity remaining. 
Dr. Soper, in a discussion on the interpretation of the 
positive protection tests obtained with animal sera 
and the anomalous deductions therefrom, said that in 
South America tests had been made with sera of 
many animals, including those of birds and reptiles, 
and the research staff of the Rockefeller Foundation 
had decided at present to disregard all except those 
yielded by monkeys, 
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One other subject of outstanding interest was that 
of the living avirulent plaque vaccine which is used 
largely in Java and Madagascar. Dr. G. Girard 
and Dr. J. Robie traced its employment in Madagascar 
since its first introduction in 1932. It came into more 
general use in the outbreak of 1935-36 when 710,000 
persons were vaccinated, in a second campaign in 
1936 627,000, and in a third in the following year 
815,000, with distinct reduction of morbidity. 


The excellent arrangements made for the members 
and the hospitality of the hosts were especially 
appreciated in the eventful week in which the 
congress was held. 

The editorial committee has already begun the 
task of preparing the Proceedings where the com- 
munications will be printed in full. This will provide 
a valuable record of the progress of tropical medicine 
in recent years, 


AUSTRALASIA 


(FROM OUR OWN CORRESPONDENT) 


NATIONAL INSURANCE DIFFICULTIES 

ALTHOUGH legislation has now been passed for the 
introduction of national health insurance in Australia, 
a Royal Commission has yet to report on the question 
of fees payable to doctors under the scheme. This 
has been the cause of considerable tension between 
the profession and the government. Practitioners 
consider the proposed yearly fee of 11s. inadequate, 
especially as the service expected of them is ill- 
defined. The situation has been eased, however, 
by the issue of a list of services which will be excluded 
from the Insurance Act. These include confine- 
ments ; cases under workers’ compensation liability 
and similar insured risks, for example, motor accident 
cases when claims are covered by third party 
insurance; anesthetics; treatment of venereal 
diseases; radium and X ray investigation and 
treatment ; pathological investigations; massage ; 
electrical diagnosis and treatment; amputations ; 
complicated fractures ; major operations ; and treat- 
ment usually requiring the attendance of a specialist. 


DEATH AFTER PARALDEHYDE INJECTIONS 


Two brothers of 15 and 13 recently died in Sydney 
after being given rectal injections of paraldehyde 
at a private hospital, preparatory to tonsillectomy. 
Everything possible was done to save their lives 
but both boys died within twenty-four hours of the 
injection from cardiac failure and asphyxia. At 
the inquest it appeared that the injection had been 
dispensed as ounces instead of drachms, and the 
chemist responsible was committed for trial on a 
charge of manslaughter. The chemist, who possessed 
an excellent record, was employed at a Friendly 
Societies’ dispensary, where he dealt with 800—1000 
prescriptions a month, and, at the time of the mistake, 
he was making up medicines at the rate of one every 
minute and a half. In addition to this he had been 
suffering from cancer of the throat, and had been 
through severe treatment, but was apparently now 
cured, In this disturbing condition, it was suggested, 
even a skilled man would easily be liable to make a 
mistake, The jury gave their verdict as not guilty. 


MALNUTRITION AND THE PLUNKET SYSTEM 


Certain observations by Dr. F. M. Spencer,’ of 
Wellington, New Zealand, suggest that malnutrition 


*N.Z. med. J. August, 1938. 
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exists to an alarming—and unsuspected—extent 
in families where it would be least expected, in 
homes where money is no object when it comes to 
providing good food in plenty, sunshine, fresh air, 
and general care. In almost all such cases the children 
have been under the constant attention of a Plunket 
nurse, and he suggests that, although a remarkable 
lowering of infantile mortality has followed its 
introduction, the Plunket method of artificial feeding 
is partly responsible for a state of malnutrition 
among children and young adults. It is over 25 years 
since Truby King introduced his methods in New 
Zealand, and it should now be possible to estimate 
their results in adults. In view of the League of 
Nations statement that defects due to improper 
feeding in early life are often irreparable, even if 
followed by proper feeding later, the adequacy or 
otherwise of a system so universally applied becomes 
exceedingly important. Spencer points out that 
the present stature and physique of young adults 
in New Zealand does not compare favourably with 
those of a generation ago, that the incidence of 
dental caries in children and adolescents leads the 
world, and that the annual school statistics are 
monotonous in the regularity of the figure for mal- 
nutrition (almost constant at 7 per cent.). He 
contends that the most common fault in artificial 
feeding is the use of too dilute mixtures, and that 
complete digestibility cannot make up for lack of 
calorie requirements, The use of formule in which 
milk solids are too low implies an inadequate protein 
intake. Also, he maintains that the weight curves 
to which New Zealand babies are expected to conform 
are lower than those used in London and New York, 
and insufficient allowance is made for the extra 
nutritional needs of infants destined to be above 
average stature. The aim of any system of infant 
feeding is not merely to lower the infant mortality- 
rate but to secure healthy growth and optimum 
development, It is on its results in later life that the 
Plunket system must ultimately stand or fall. 


NEW TYPE OF LEPTOSPIRA 


In Australia there are at least four types of patho- 
genic leptospire, although so far none has _ been 
described outside Queensland. Weil’s disease, which 
occurs on the cane fields of North Queensland, has 
recently been shown to be caused by at least two 
types, one of which is distinctly related to Leptospira 
icterohemorrhagie while the other is not. LL. ictero- 
hemorrhagie itself also exists in Queensland, the 
only human infections so far proved having been in 
sewer workers. Now a new type of leptospira 
has been described by Johnson and Brown.? First 
isolated from a patient at Pomona in Southern 
Queensland during 1936, it has become provisionally 
known as the Pomona type. Agglutination tests 
have shown that it is not identical with any type or 
strain kept at the Commonwealth Health Laboratory 
in North Queensland, which possesses a collection 
representative of most world types, and it has there- 
fore been classified as a separate entity. In March, 
1937, an outbreak of mild leptospirosis in another 
rural district in Southern Queensland was shown to 
be caused by the Pomona type of leptospira. 
Clinically, the outstanding features of the epidemic 
were prostration, severe headaches, and generalised 
muscular pain which was most pronounced in the 
muscles of the abdomen. The temperature rose 
suddenly to a maximum of 105° F. and subsided fairly 
quickly after three to eight days. Conjunctival 


2 Med. J. Aust. May 7th, 1938. 
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congestion was observed in several cases. In a few 
sases vomiting was troublesome in the early stages 
of the illness, but jaundice was absent. A feature 
of the epidemic was rapid loss of weight, one patient 
losing 15 lb, in eight days. With the fall in tempera- 
ture most of the patients made a slow but 
uninterrupted recovery. Two patients suffered from 
pain and swelling in the joints; one developed a 
typhus-like rash, and another became temporarily 
blind a fortnight after apparent recovery. All the 
patients were males, with ages varying from two to 
thirty years. A heavy fall of rain after a very dry 
year appears to have been the precipitating epidemio- 
logical factor. The carrier of this type of leptospira 
is not yet known, but will probably prove to be a 
species of rat. 





IRELAND 


(FROM OUR OWN CORRESPONDENT) 


HEALTH OF DUBLIN 


THE report on the state of public health in the 
city of Dublin for the year 1937 by the superintendent 
medical officer of health, Dr. M. J. Russell, 
F.R.C.S.1., was published last week. The estimated 
population in the middle of the year was 472,000 
with a population density of 25-2 per acre. The 
birth-rate for the year was 24-7 per 1000 of the 
population, and the death-rate 14-9. Both rates 
have diminished considerably since the beginning 
of the century ; in 1900 the birth-rate was 33, and 
the death-rate 30-5. The causes of death showing 
the highest rates were: tuberculosis, 1-52 per 1000 ; 
respiratory diseases (other than pneumonia), 1-50 ; 
pneumonia, 1-40; and cancer, 1:20. The infant 
mortality was 106 per 1000 births. 

The infant mortality has been much reduced 
since 1900 when it was 175. The lowest point reached 
was 79 in 1934, but since then the rate has shown 
a tendency to rise, the rates in the succeeding years 
being 93, 115, and 106. This rise is all the more 
remarkable in view of two conditions which should 
have tended to lower it. There has been a greatly 
increased activity in housing, and there has been 
of late years a considerable extension of the city area, 
which now includes not only districts of a suburban 
nature but also definitely rural districts. Moreover, 
the work of the child welfare and maternity services 
has become more comprehensive. The prenatal 
services dealt with 60 per cent. of the maternity 
cases occurring in the city during the year. Both 
the total mortality from childbirth and the septic 
mortality show an improvement over recent years. 
The latter is, indeed, the lowest on record—0-9 
per 1000 births registered. The mortality from all 
tuberculosis and the mortality from pulmonary tuber- 
culosis have lately shown little change, though there has 
been a great improvement since the early years of the 
century, both having come down by more than half. 

The report contains an account of the work done 
under the Milk and Dairies Act, 1935, which came 
into force at the beginning of 1937. Of the applica- 
tions for registration on the register of dairymen, 
200 out of 1598—approximately one in eight 
were refused. Milch cows to the number of 5006 
were examined, and the sale of milk from 118 cows 
was prohibited. Prosecutions were brought in 55 
cases for the sale of defective milk. 

An interesting section of the report is the contribu- 
tion of Dr. Catherine M. O’Brien, the chief school 
medical officer, on the work of school medical 
inspection. There were last year 82,068 children 
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attending primary schools in Dublin. This number 
has been steadily growing, but Dr. O’Brien has only 
two assistant medical officers with whom to share the 
supervision of this number of children. She 
ments that the outstanding general defects are 
uncleanliness, faulty posture, and bad teeth. She 
recognises that much of the uncleanliness depends 
on bad home conditions—overcrowding, bad lighting, 
poor toilet conditions—but she points out that some 
of the schools do not fulfil their duty as regards 
hygiene. ‘‘ Sufficient wash basins, liquid soap, 
paper towels, and mirrors in a school toilet room 
fitted with hot and cold water would be such a help 
to the children.” Dr. O’Brien recommends the 
withdrawal of children from 4 to 7 years of age from 
the city national schools and their transfer to nursery 
schools. She believes that such a reform would add 
greatly to the well-being of the children, She also 
advocates the introduction of physical training into 
all schools, 


com- 
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Herbalist and Diabetes 

DURING an inquest last week it was alleged that a 
herbalist had dissuaded a diabetic patient from 
receiving insulin treatment. The deceased, a young 
man of 22, last year developed symptoms which were 
attributed to diabetes. A doctor prescribed insulin 
injections and four or five were given. Afterwards 
the young man’s father, according to his own evidence 
at the inquest, decided that dietetic treatment would 
meet the case. Having been treated both by a 
registered medical practitioner and an osteopath, the 
patient went to Mr. T. H. Wilbraham of Ellesmere- 
road, Altrincham, a herbalist. The father told the 
coroner that Mr. Wilbraham said he specialised in 
the treatment of diabetics and strongly disapproved 
the use of insulin. The young man’s condition, said 
his father, improved until the beginning of last 
August. On Sept. 4th a doctor ordered his immediate 
removal to hospital. He was admitted to a Stockport 
hospital in a state of coma and died next day, Dr. 
W. H. Grace, who gave evidence on the pathological 
side of the case, attributed the coma to the exclusion 
of insulin, On behalf of Mr. Wilbraham the 
father was asked in cross-examination whether Mr. 
Wilbraham had not suggested that, during his treat- 
ment, a doctor should administer the correct insulin 
injections. This the father denied. The coroner’s 
jury returned a verdict of manslaughter, and Mr. 
Wilbraham was committed for trial. 


MEDICAL DEFENCE UNion.—At the annual meeting 
held at 49, Bedford-square, W.C., on Sept. 27th, Mr. E. L. 
Pearce Gould, who presided, referred to a highly successful 
year in which the membership had greatly increased, He 
mentioned three steps taken by the council of the Union. 
The first was a scheme whereby members can commute their 
remaining annual subscriptions by making a single pay- 
ment related to the length of previous membership. 
The second was the delegation to a council committee 
of routine business leaving the council time to deal in 
full session with every case in which the question of legal 
action arose, The third was a proposal to pay members 
of the council a sessional fee for attendance at meetings 
of the council and of its committees. The fee suggested 
was two guineas and one guinea respectively. When 
this proposal was put from the chair an amendment 
was moved by Dr. de Bec Turtle, seconded by Mr. L. C. 
Rivett, and carried, that the fee should be three guineas 
and two guineas respectively. After the annual report 
had been adopted Messrs. Lewis Hardy and Co. were 
reappointed auditors for the ensuing year, 
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CORRECTION OF 


CORRECTION OF MEDICAL REGISTER, 1935 


MEDICAL REGISTER 


1938 


We have been requested by the authorities of the General Medical 
Council to publish the following list of registered medical practitioners 
who had not, when the list was sent to press, replied to letters written 
to them on behalf of the Council under Section 14 of the Medical Act, 
1858, in order to ascertain whether their addresses on the Medical Register 


are still correct. 


The date given after each name is the date of original 


registration; the qualification given is the principal qualification 


registered by the practitioner. 


or Ireland ; 


The letters (FE), (S), or (1) indicate 
whether the practitioner was originally registered in England, 


Scotland, 


and the expression (Col.) or (For.) indicates that the 


practitioner is registered in the Colonial List or in the Foreign List in 


the Register. 


Any practitioner, wherever resident, who finds his or her 


name in the list should write without delay to the Registrar, General 
Medical Council, 44, Hallam-street, Portland-place, London, W.1, unless 


he or she was originally registered in Scotland. 


Practitioners originally 


registered in Scotland should write directly to the Registrar of the Branch 


Council for Scotland, 44, Queen-street, 


Edinburgh, 2, The name of 


every practitioner in the list from whom a further communication is 
not received at a very early date will be omitted from the next issue of 
the Register in accordance with the prov isions of Section 14 of the Act 


of 1858, 


Alderson, Ronald E., M.B., 1927(E). 
Allen, James D. C., M.B., 1890(8). 


Bagram, George J., M.B., 1892(8). 
Benson, Charles T. _ M. 'B. , 1921(8). 


Cowan, John A., M.B., 1913(E). 

Dalal, Kaikhusroo R., L.M.S., 1924(Col.). 
Farmer, Roy J., M.D., 1927(Col.), 
Fenton, James L., M.B., 1892(S). 
Fisher, Richard D., M.B., 1896(E). 


Gillespie, John M., M.C., M.B., 1912(S), 


Jones-Philipson, Cecil E., F.R.CS., 
1896(E). 


Keith, Hugh, L.R.C.P. & 8., 1893(8). 


Leigh- Barlow, Vivian H,, L.R.C.P. & 8 
1927(S). 

Liknaitsky, Isidore, M.B., 1929(Col.). 

Low, Eugene W., M.B., 1933(S). 

Lyons, Alexander, L.R.C.P. & 8.,1901(S8). 


McAlpine, Edward, M.B., 1925(T), 

Macarthur, Peter, M.B., 

McCambridge, Joseph, } 

McCann, Daniel, L.R.C. ny 

MacColl, Joan A., M.B., 

MacCormack, James, M. B. “192! 9(1). 

McCubbin, Brian A., M.B., ”1926(8). 

McDevitt, Thomas 8., M.B., 19238(1). 

Macdonald, Louis H., M.R.C.S., 1924(B). 

Macdonald, (Mrs.) Stella C. C. (formerly 
Stuart), M.R.C.S,, 1926(E). 

Macdonell, James A., M.B., 1882(E). 

McDonnell, Thomas F., L.R.C.P. & 8&., 
1891(1). 

McEvoy, Mary J., M.B.. 1924(1). 

McGhie, John, M.C., M.B., 1913(8). 

McGilvray, John R., M.B., 1906(S). 

McGowan, William J., M.B., 1927(1). 

McGuinness, Luke, L.R.C.P. & 
1905(1). 

McInerney, Cecil T., M.B., 19% sp. 

MacIntyre, Edward T., L.R.C.P. & S. 
1913(E). 

MacKay, David D., M.B., 1914(S). 

Mackay, Elizabeth x. M.R.C.S. 
1922(E). 

McKenna, Francis H., M.B., 1925(1). 

MacKenzie, lan, M.B., 1916(S). 

MacKenzie, Joseph R. M., M.C., M. 
1916(1). 

Mackenzie, Thomas A., M.B., 1904(S). 

MacLaughlin, Thomas H. K., L.R.C. 
& S., 1919(1). 

Maclennan, Duncan N., M.R.C.S. 
1897(E). 

Macleod, Ian F., M.B., 1923(E). 

Mac sLeod, Roderick <A., M.R.C.S. 
1898(E). 

MeMillan, Thomas, L.R.C.P. & 5&., 
1889(S). 

Macnamara, Anthony, L.A.H., 1931(1). 

McNamee, Arthur, M.B., 1926(I). 


MacPhee, Donald, M.B., 1924(S). 
McRae, William D., L.M.S.S.A., 
1919(E). 
McTaggart, Christina M., M.B., 1933(E). 
Maher, Patrick, L.R.C.P. & S., 1904(1). 
Maitland, Harriet M., L.R.C. ’P. 8., 
1897(E). 
Malone, Margaret C., M.R.C.S., 1925(E). 
Malone, Michael J., F, R.C.S., 1872(1). 
Mansor, Soliman K., M.B., 1929(E) 
Martin, George, L. RC Li. & ® 1894(1). 
Martin, Henry O., M.B., 19% 5(E). 
Martin, Louis C., M.R.GS., y 
Mascarenhas, Leopoldo C., L.R.C.P. & 8., 
1913(B). 
Mathews, Henry J., M.D., 1887(1). 
Matson, Neill D., M.R.C.S., 1930(B). 
Maurer, Henry W., L.M.S.S8.A., 1930(E). 
Maxwell, Thomas C., M.R.C.S., 1910(E). 
Meeke, Arthur H, M., M.D., 1885(1). 
Mehta, veopeaie Rn... ene 8 &, 
1914(S 
Mehta, "‘wefeshenies oS. mmok, 
1936(E). 
Menary, Vera G. M., M.B., 1922(1). 
Mercer, James D., M.R.C.S., 1913(E). 
Mewton, John L., M.B., 1930(E). 
Michod, Frederic A. H., M.R.C.S., 
1897(E). 
Middleton, John, L.R.C ws 1879(S). 
Millar, James G., M.B., a td P 
Millar, May F. St. *, 
Milligan, Henry N. 
Mills, Ernest A. K., th . 
Mills, Everard A., M. 
Milne, George G.,'M. R.GS. nT924(E). 
Milton, Leonard, M.C., M.R.C.S., 
1912(E). 
Mitchell, Gerald, M.S., 1881(1). 
Mitra, Debi P., L.M. . S.A., 1926(E). 
Mody, Nanabhoy C. ™ * R.C. S., 1880(E). 
Moffet, William P., M. B., 1907(E). 
Mohamed, Farid, M.R.C.S., 1917(E). 
Montesole, Max H. BE. R. a ‘M. B., 1907(E). 
Moore, Geoffrey S., M.R.C.S., 1899(E). 
Moran, Kathleen y Met, B., 1926(1). 
Morley, Edward J., MR. C.8., 1879(E). 
Morrison, David, M.B., 1894(R). 
Morrison, Deborah F., M. B., 1920(S). 
Morrison, Francis S., F.R.C.S., 1883(1). 
Mostert, Hendrik van R., M.B., 1925(B). 
Mottet, Louis H., M.R.C.S., 1928(E). 
Moynihan, Michael J., L.R.C.P. & &., 
1932(S). 
Muir, Hugh B., M.B., 1896(E). 
Muir, William ©. C., M.B., 1885(S). 
Mullins, Patrick J., M.B., 1928(1). 
Murphy, Francis D., F.R.C.S., 1926(1). 
Murphy, Jeremiah F., M.B., 1923(1). 
Murray, Francis X., M.B., 1920(I). 
Murray, John M., M.B., 4 
Murray, Joseph O., "LR. EY. & 
1919(T). 
Murray, L ‘ilian M. ., M.B., 1928(E). 


Maida, Carcherla R., M.R. C8 , 1935(B). 
Nanji, Ratanji M. .. M.R.C , 1902(E). 

Nathan, Paul, L.R.C.P. & € he "1934(S). 

Neethling, Andries C., M.B., 1899(8). 
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Nelly, John F., L.R.C.P. & S., 1887(E). 

Nelson, George A., L. R.G.P. &S8., 1928(E). 

New, Way L., M. "RC. S., 1913( BE). 

Nichol, Robert W., M.R.C.S., 1922(E). 

Nicol, Burton A., F.R.C.S., 1899(E). 

Nimbalker, Himmatrao G. » M.R.C 
1931(E). 

Nolan, Ernest D., L.R.C.P. & 
1925(1). 

North, Harold D. B., L.R.C.P. & 
1935(E). 


Obermer, Edgar, M.R.C.S., 1923(E). 
O’Brien, Donal H., M.B., 1926(1). 
0 ’Brien, John R., L.R.C.P. & 
1898(1). 
O’Brien, William J., M.B., 1922(1). 
O'Callaghan, Patrick, M.B., 1928 (1). 
O’Connor, Arthur J. D. L., L.A.H., 
1922(I). 
0’C re (Mrs.) N 
M.B., 1926(1). 
oO’ th Patric k J., M.B., 1936(1). 
O’Hagan, John J., OS 1883(1). 
O’Kelly, Patrick, M.B., 1925(1). 
Old, Joseph E. S., L.S.A., 189 a(R). 
Ollerhead, Henry S., M. R. C.S., 1907(E). 
O'Loughlin, Herbert J., M. B., 1931(E). 
Omar, Mohamed K., M. as 1929(E). 
O’Neill, Cyril A., M. B., 1924(1). 
Opzoomer, William, M. R.C.S. 
O’ Reilly, Myles W., M.S., i 
Orford, Robert J., M.R.C.S., 
Orlek, Aaron, M.R.C.S., 1934(E). 
Orok, Robert D., L.R.C.P. 
1908(S). 
Orr, Ian M., M.D., 1926(S). 
Osborne, Herbert, L.R.C.P. & S., 1888(8). 
O’Sullivan, Edward F., M.S., 1887(1). 
O’Sullivan, Michael J., M.B., 1927(1). 
Overstead, John E., L.R.C.P. & &., 
1922(S). 
Owen, Arthur D., M.R.C.S., 1895(E). 
Owens, James, L.R.C.P. & S., 1926(1). 
Owens, Robert D., M.B., 1925(E). 


‘. (formerly Wiseman), 


re tDhanjisha N., M.R.C.S., 

1874(E). 

Posse George A., L.R.C.P. & S&., 
1899(S). 

Parker’ William, M.B., 1925(5 * 1 

Parkes, William E., M. "R.C.S. 1872(E). 

Parthasarathy, Parasurama, L.R.C.P. 
© S., 1921(E). 

Paton, Thomas J., M.B., 1887(S8). 

Paul, William M., M.D., 1899(S). 

Pennant, Gwilym R., M.R.C.S., 1914(E). 

Pentland, Alexander, M.B., 1878(1). 

Edgar F. J., M.R.C.S., 


Perkins, Dorothy J., M.B., 19 rt xy 
Phelan, William H. x » UR.CP. & 8. 


1903(T). 
Phippen, Harry G., M. R Os , 1906(E). 
1932(E). 


Pierpont, Zoe M., L.M.S 

Platt, Frank B., M. B., isa). 

Playfair, (Mrs.) Bessie M. (formerly 
Davidson), M.D., ° 

Polson, Mark, M. B., 

Powell, George M. G., , 1914(1). 

Power, Edward F., SP. & &., 
1894(I). 

Power, Francis J., M. 922(I). 

Prins, Henry M., M. , 1907(E). 

Pugh, Arthur B., MR. 1899(E). 

Pugves, Charles W., L. 2. GP., 1884(E). 


Quinlan, Edmond S., M.B., 1925(1). 

Quirke, James, L.R.C.P., 1881(1). 

Qureshi, Shaikh A. H., M.R.C.S., 1924(E). 

Rama Swami, Kodaganallur, M.R.C.S., 
934(E). 

Ramgoolam, Seewoosagur, M:R.C.S., 
1935(E). 

Rao, Pathalli Rn. 4. LEG. & SE 
1926(E). 

Rayner, William H., M.R.C.S., 1904(E). 

Razdan, Jagmohan a » LR. YP. & 8. 
1931(S). 

Rea, Helen G., L.R.C.P. & S., 1919(1). 

Reddy, Herbert L., L.R.C.P., 1878(E). 

Redelinghuys, Johannes J., M.R.C.S., 
1920(K). 

Reid, Alexander W., M.D., 1894(S). 

Reid, Leo M., M.B., 1924(1). 

Reid, Peter, M.B., 1911(S8). 

Reidy, Jeremiah, M.B., 1933(E). 

Reikan, William, M.R.C.S., 1919(E). 

Renton, John W., M.B., 1902(S). 

Reynolds, Harry W., M.R.C.S., 

alee. Andrew T., L.R.C.P 
1919(T). 

Rice, Frank M. P., M.R.C.S., 1905(E). 

Riordan, James J., M.S., 1880(E). 

Riordan , John, M.8., 1882(1). 


(Continued at foot of opposite page) 
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various occupations. 


BY A VOICE IN THE WILDERNESS 
II 


In our chaotic modern world we can at least be 
certain of the inevitability of change. Last week I 
tried to define the objects of benign change, and a 
technique for its production—the scientific method, 
I showed also how the new conception of medicine, 
as a producer of physical and mental health, involved 
doctors in this work of change. We may regard 
ourselves as midwives at the birth of a new science— 
the science of happy living. To-day I shall consider 
how the world is at present being changed, whether 
the methods of change are scientific, and how they 
can be improved. Once more I must state that, as 
a scientist, my views are provisional only. I am ready 
to admit myself wrong on any point when shown to 
be by the evidence, 

- * . 


Changes are produced by two great mechanisms 
—private enterprise and public laws, Through history 
these two mechanisms have worked side by side, now 
one predominating, now the other. The doctrine of 
the virtue of private enterprise is a relatively new one. 
In France the corruption of autocracy in the 
eighteenth century led Voltaire to demand individual 
liberty as the panacea for all ills. In England the 
transference of power from king to parliament, the 
rise of the trading classes, and the industrial revolution 
gave origin to the philosophies of State laissez-faire 
and free trade. Now once more the tide has turned. 
Industries developed under private enterprise and 
competition are seeking refuge from collapse in 
*“ rationalisation,’ State restriction, and nationalisa- 
tion. However mankind may ultimately organise 
itself, we must expect in the immediate future to see 
both methods of change working side by side, with 
a steady increase in State activity and legal inter- 
ference. Such an increase is the inevitable corollary 
to the imperfectibility of human nature and the 
growing complexity of civilisation. 


* * * 


Let us examine private enterprise as a force for 
change. Private enterprise includes not only profit- 
making undertakings but also altruistic public 
services. The voluntary hospitals, the public schools, 
and the universities were established by private’ effort, 
though their subsequent careers have frequently 
been regulated by laws. Broadly speaking, the forms 
taken by private enterprises are governed by the 
so-called law of supply and demand, and the profit 
principle. Let us take an example from altruistic 
private change. Fear of spread of infection and the 
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need for somewhere to send the sick parlour-maid 
may prompt the rich to found charities (personal 
profit), but equally the benefactor may be urged 
forward by the distressing sight of the uncared-for 
sick (demand creating supply). 

Private enterprise has certain great advantages. 
It is intensely experimental, It is swift in its action. 
When competitive it has a measure of efficiency thrust 
upon it. But many of its merits are fortuitous only, 
Its versatility, its experimental audacity, and its 
efficiency are largely due to the hopes of personal 
profit attracting the keenest men. It has cut its 
own throat with competition and its solution—of 
‘** rationalisation ’—has the disadvantages of State 
control without the advantages. The only justifiable 
monopoly is the monopoly controlled by the workers 
in the industry and the consumers. For non-profit- 
making private enterprises it can be said that they 
are experimental and lack red tape. When compared 
with their State-controlled counterparts, one sees 
that the efficiency of either depends on the personnel 
of the staff rather than on the composition of the 
managing committee. The private institution has 
as a rule less red tape, the public one more funds, so 
on these scores they balance, 


* * * 
Is it a good thing—that is, does it tend towards 
the greatest happiness of the greatest number—that 


demand should create supply ? Is it desirable that 
we should get our desires satisfied ? That depends on 


_whether we know what is best for us. A short experi- 


ence of practical medicine will convince the scientific 
observer that most people do not. Desires or wants 
are not divinely revealed but are the product of 
inborn instincts and acquired customs, habits, 
education, and wisdom, Our supposed freedom of 
choice is an illusion. We want black homburgs 
because we are conditioned to think them distin- 
guished. We wash our undies with ‘‘ O-so-white ” 
because certain clever young Oxonians have conducted 
a brilliant advertising campaign. Side by side are the 
rational utilitarians educating the public to demand 
what is best for it, and the profit seekers perverting 
it to demand what will yield the highest profits, 
But, even if the law of supply and demand were 
biologically sound, we would still be forced to admit 
certain grave disadvantages in private undertakings. 
The private profit-maker is a “ bird-in-the-hand ” 
man. He is out for quick returns. So he jerry-builds, 
over-produces, and cuts his own throat. True, a 
private industry may ultimately reach a stable 
production-consumption ratio, but the desecration, 
waste, and misery involved in the process are enormous, 
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And even a stable production-consumption ratio is 
no guarantee that the product is worth consuming. 
Further, the end-results of private enterprise are 
fortuitous, unpredicted, and chaotic. One could have 
no better example than the Kingston by-pass on a 
Bank holiday. Even altruistic non-profit-making 
private enterprises have disadvantages. They are 
established where benefactors exist rather than where 
need is greatest, The supposed virtues of the profit 
principle and competition are not operative. They 
are perpetually hampered by lack of funds, And 
they sometimes operate for the benefit of their 
organisers rather than for the public they are supposed 
to serve, 

To summarise, by its success private enterprise 
shows us the need for experimental versatility, speed 
of action, and freedom from red tape; by its failure 
it shows the need for the education of taste and 
control of demand, for utilitarian forethought before 
action, and for altruistic long-range planning, 


* * * 


We must now consider change by public laws. 
We are accustomed to think of laws as created by 
Parliament, carried out by the executive, and inter- 
preted by the judicature, But this is only a part of 
the process, Before a law erupts as a Bill in Parlia- 
ment there is a prolonged incubation period. The 
stages in the creation of a law may be arbitrarily 
divided thus :— 


1, A person or persons suspect that something needs 
to be done, 

2. The available knowledge. on the subject is 
collected, 

3. On the basis of this knowledge a plan is worked 
out, 

4. By some means the plan reaches Parliament 
as a Bill, 

5. The Bill is examined critically by Parliament 
and accepted, modified, or rejected. 

6. The accepted or modified plan is put into action 
by the executive. 


Parliament is only a creative body when it takes 
upon itself Stages 1 to 3, as well as Stage 5—and this 
is a rare thing. Its main functions are as a critic of 
proposed legislation, as a check on autocracy, and as 
a defender of individual liberty. The laws which it 
supposes it makes under the two-party system are 
really made by the Government and its whips. 

How far is this process of law making a scientific 
and utilitarian one? Why has it, by commission, 
produced red tape and the evils of bureaucracy, and 
why has it, by omission, allowed private enterprise 
to get itself and all of us into our present muddle ? 
There are two stagesin the above scheme where 
fundamental difficulties arise. The first is Stage 1. 
The initial suggestions for new laws may be made 
by individual reformers, or by groups. These groups 
may be professional, business, industrial, trade union, 
or ad-hoc societies, They may be political parties, 
They may be parts of the executive, or the Govern- 
ment, or the Cabinet. But whether extra- or intra- 
governmental, the prime movers in law making are 
haphazard and uncoérdinated. Individual reformers 
realise that their best hope of altering the law is to 
concentrate on a small section of it. Political parties 
pledge themselves ahead to popular wish-fulfilment 
programmes, The Government is overburdened with 
acute day-to-day problems and harassed by public 
opinion and its embarrassing supporters. The civil 
service is hard at work as an executive, so plays 
the creator only of necessity—and then always plays 
for safety as well, The suggestions of the professional 


GRAINS AND SCRUPLES 


foor. 8, 1938 


and other groups are often reasonable and rational, 
but they fail at Stage 4. Stage 4 is the other black 
spot in our law-making system, 

Stages 2 and 3—the collection of technical data 
and the production of a plan—are pure social science. 
Our nearest approach to perfection so far in public 
investigation and planning is the Royal Commission 
investigating a non-party issue. But Royal Com- 
missions have unfortunately no means of social 
experiment, Unfortunately, too, their conclusions 
often fail to reach the statute book, 

Now for Stage 4, the ticklish period between the 
formation of the plan and its presentation to Parlia- 
ment. This stage is bridged by perseverance, patience, 
persuasion, and luck, The chances of a plan getting a 
hearing depend upon its being taken up by a news- 
paper, an M.P. who has luck in the ballot, or a party. 
If that party is also the Government, there is a fair 
chance that the plan will become law. Often many 
years elapse between the formation of the plan and 
its conversion into law. It is not the excellence of the 
plan itself, but the determination and push of its 
supporters which ultimately get it a hearing—and the 
most pushing people are, as a rule, not the most 
altruistic. So while a good controlling plan is 
struggling through Stage 4, the by-passes are 
ribboned, millions are ruined by hire-purchase, and the 
mushroom industry has grown, made its profits and 
withered, leaving poverty and desolation in its trail, 


* * * 


Stage 5 is Parliament. Faults it has, but I think 
the world has yet to devise a better legislative 
assembly. True, many of its members owe their 
positions to something other than merit. True, many 
of them represent vested business and personal 
interests besides their constituents. True, also, few 
of them are trained in the scientific approach to 
problems. But Parliament has in it representatives 
of most professions and classes; by the two-party 
system and the whips it avoids the fallacy of the 
free majority vote as a legislative instrument (for 
majorities are seldom correct); and in it, genuine 
grievances, individual or general, can usually find 
a champion at question time, The Government it 
provides does govern; the checks it provides do 
work; and even its most conservative members 
realise in emergency the necessity for averting 
revolution by reform. 

Its three gravest faults call for special comment. 
The first is the excessive obtrusion of vested interest 
in legislation. It is unreasonable to deny vested 
interest a hearing. But in making decisions involving 
perhaps the reduction of these interests for public 
good, the interests themselves should play no part. 
All attempts to protect the public from spurious 
patent medicines have been frustrated by the vested 
interests of the enormous advertising business 
involved. Cabinet ministers have very rightly to 
resign their directorships. One feels that the privilege 
of Parliamentary membership and six hundred a year 
might carry with it similar or even more drastic 
obligations, The second great fault is the over- 
burdening of Parliament with minor business and 
the consequent delay in major social legislation. Bills 
for public works loans and other minor and local 
legislative matters might well be handed over to 
standing committees of M.P.s, both for consideration 
and actual legislation. Its third fault is its tendency 
to short-range thought. The next election is at the 
most five years away, and of course the Government 
must be returned, With this in mind, legislation to 
help the people twenty years hence is considered 
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but filed as heving no + ciiiianesting velee. Once 
again the need for extra- Parliamentary planning is 
demonstrated. 

Stage 6 is the executive. Its recruitment from 
the most intelligent of university graduates by 
competitive examination, and its incorruptibility 
help to make it astonishingly efficient. But it 
suffers from two evils—it is too easy-going and it 
ties itself up with red tape. The first evil I attri- 
bute to promotion according to seniority rather 
than merit, and dismissal only for immorality and 
not inefficiency. I am not sure that the second, red 
tape, would not disappear pari passu with the first. 
Red tape is the hallmark of the player for safety 
rather than the worker for efficiency. As for Govern- 
ment documents and forms, there is no reason why 
they should not 
be drafted by 
first-rate English 
scholars rather 


Societies 
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T hee soc cial researc i institute would be ountinneady 
concerned with the study of human needs, and the 
economic research institute with the means of satis- 
fying these needs, The application of the study of 
science to international relations I shall consider 
next week. 

This scheme for a National Planning Organisation 
is, as it were, a rough blue-print only. As a scientist 
I stand open to correction on any and every point. 
But my present view is that such an organisation is 
the next step forward in the struggle for human 
happiness, 

7 

One last word on personnel. The excellence of an 
organisation depends ultimately not upon its plan 
but upon its man-power. The rationalist entrusts the 
design of his house 
to an architect, and 
of his sewers to an 
engineer, and the care 


* * 
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Recreation | even more elaborate 





planning agency. 
Such an agency 
must have first 
a reception house 
for new ideas, 
To this would 
come the repre- 
sentatives of the 
professions, 
societies, and 
groups, and even 
individuals, with 
the raw material 
for social change. 
Here these ideas 
would be sympa- 
thetically con- 
sidered, and, if valuable, passed on to the expert 
planners. Such a reception house would supplement 
rather than displace the present methods of getting 
Bills before Parliament, Alongside the reception house 
would be creative research institutions, engaged 
in the scientific investigation of the problems of 
economics, social life, and international relations. 
From these four sources, the reception house and the 
research institutions, data would flow in to the 
economic, social, and international relations planning 
organisations. Each of these would have at its head 
a permanent committee of experts—analogous to 
the present Medical Research and Imperial Economic 
Councils—and this in its turn would be responsible 
to an appropriate cabinet minister, who should 
coéperate but not be identical with his present 
executive colleagues. The plans prepared by the 
organisations should be published, and should receive 
pride of place in Parliament. Naturally enough, 
dubious problems would be referred back by the 
planning bodies ‘to the research organisations for 
further investigation, and the planning bodies would 
coéperate closely with the existing civil service 
executives. The whole scheme for a National Planning 
Organisation may be represented diagrammatically 
as shown above. 
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training than that of 
the doctor—and cer- 
tainly a more careful 
selection. Parlia- 
mentary candidates 
should, I feel, by 
law be compelled 
to print in their 
election circulars 
the data neces- 
sary for a 
rational choice. 
Their opinions 
on immediate 
political matters 
are of small 
importance. The 
details of their academic and social careers, of 
the variety and depth of their experiences, and of 
their income and its sources, would tell the electors 
whether they and their social troubles or private 
vested interests would be their member’s main 
concern, 

My planners I would choose at 25 or 30 from those 
who had begun to make their mark in any walk of 
life. I should train them for a year or so in the 
principles of natural science, statistics, economics, 
sociology, and psyclfology. They should study also 
art and architecture and music, that they might 
plan the world more beautifully. I would set 
them to work for a while in a factory, in an office, in 
a hospital, in a law court, and perhaps in a prison. 
I would test their ability at preliminary social 
and economic investigations, They should be spared 
examinations, but I would select only the best. 
Their salaries should be adequate and safe. To keep 
their minds supple, they would remain not longer 
than five years in any one department of the 
organisation. And perhaps among them some might 
be found who would be willing to offer the elec- 
torate their services and play their part in the 
far duller work of criticising and passing laws at 
Westminster. 
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THE GARDINER INSTITUTE OF 
MEDICINE AT GLASGOW 


Like other ceremonies in the past week the 
opening of the new Gardiner Institute of Medicine of 
Glasgow University on Sept. 28th had to be replanned 
owing to the absence of some of the chief participants. 
Both the Secretary of State for Scotland and the 
Minister of Health, who were te have been present, 
were otherwise engaged, and in their place the 
Institute was opened by Lady Gardiner and the 
main address was given by Prof. T. R. Elliott, 
professor of medicine in the University of London. 
The cost of the new building has been largely covered 
by gifts of £10,000 each from the late Sir Frederick 
Gardiner and the trustees of his brother the late 
Mr. W. G. Gardiner, both of whom were great 
benefactors of Glasgow University, especially on the 
medical side. 

The Institute (Fig. 1), which has been designed 
by Mr. N. A. Dick, attached to the Western 
Infirmary, and is connected directly to the wards of 


18 


FIG. 1.— The out-patients’ entrance 


the regius professor of practice of medicine, Prof. 
J.W.McNee. The whole of the laboratory equipment 
(supplied by Messrs. Baird and Tatlock of London) 
is on the new “unit” system. Most of the drains 
and the water, gas, and electrical supplies run in 
accessible covered channels under the floors, and the 
benches, made up of short lengths or units, are only 
lightly fixed to the walls and can be rearranged and 
connected to the various services almost anywhere. 
This is an especially valuable feature in laboratories 
which may have to be altered at any time to cater 
for some entirely new type of work which has sud- 
denly assumed importance. The building consists of 
three floors. The top floor contains a complete 
clinical unit, with separate rooms for patients, its 
own dietetic kitchen (which will also be used for 
the training of dietitians), and full nursing facilities, 
with several small laboratories that can be converted 
into bedrooms if occasion demands. On the second 
floor are the three main laboratories, one equipped 
for general clinical research, one for chemical work 
(Fig. 2), and one for physiology. The ground floor is 
divided into two parts (Fig. 3). One side contains 
the library and the professor’s suite of rooms, con- 
sisting of a secretary’s room, office, and combined 
consulting-room and laboratory. There is an arrange- 
ment whereby the professor may see private patients 
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FIG. 2.—A corner of the chemica) laboratory 


in his own department, which will save him much 
time and duplication of material. On the other side 
of the ground floor is a small but complete out- 
patient department, opening on to the main entrance 
of the hospital. Here patients who have been resident 
in the hospital wards or in the top floor of the 
institute will be followed up and reinvestigated from 
time to time. It will thus be possible to make a 
complete and continued survey of patients and their 
diseases with all equipment at hand. A small record 
office completes the out-patient department. 


In his opening address Prof. T. R. Elliott drew 
attention to the huge amount of clinical material 
available in and around Glasgow, surpassing anything 
that the rest of Scotland could offer and even 
approaching that in the Greater London area, which 
is divided among 12 schools. A medical school, he 
said, could not retain its greatness unless, in addition 
to its foremost duty of training, it catered for those 
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who showed a zest for research. 
England had been regrettably behind other countries 
in bringing the ancillary sciences, physiology, patho- 
logy, and biochemistry into close coéperation with 


Scotland and 


medicine. In the late war, though their practical 
skill in dealing with casualties was unsurpassed, 
British doctors were not equipped by their training, 
as were their colleagues in the American and Canadian 
Medical Corps, to deal with such new problems as 
the nature of gas poisoning or the control of trench 
fever, For this reason since the war many newly 
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PARATYPHOID OUTBREAK IN A 
HOSPITAL 
ATTRIBUTED TO A CARRIER 


By Stuart Larp.iaw, B.Se., M.D. Glasg., D.P.H. 
DIVISIONAL MEDICAL OFFICER, CITY OF GLASGOW 


OCCASIONALLY a patient harbouring typhoid or 
paratyphoid gains admission to a general hospital 
and becomes a source of infection to other patients 
and to members of the nursing staff. The infection 
may be quite unsuspected until other cases arise in 
the ward. By this time the carrier may or may not 
have returned home, but in any case has to be 
sought for by routine bacteriological investigation 
among patients and staff. The following account 
illustrates a typical sequence of events when a 
paratyphoid carrier is accidentally introduced into 
a surgical ward of a large voluntary hospital in 
Glasgow. 

A woman aged 36 was admitted on April 26th for 
femoral hernia and a radical cure was performed 
2 days later. The wound healed satisfactorily, and 
all went well until May 6th, 11 days after her admis- 
sion, when she vomited and her pulse-rate and tem- 
perature rose. As her condition failed to improve 
and she suffered from headache and diarrhea, her 
stools were examined and her blood cultured, both, 
however, with negative result. "On May 11th her 
Widal reaction was found to be positive to Bacillus 
paratyphosus B in a dilution greater than 1/320. 
On May 12th she had a definite rose rash, fever, and 
a typical typhoid appearance. She was removed to 
a fever hospital. 

Two other patients in the ward had raised tempera- 
tures and were suspected of having throat conditions, 
swabs being sent to the bacteriologist. The first, 
a girt of 10, had been admitted 10 days before as 
an acute appendix ; the appendix had been removed 
2 days after admission, and the child had done 
well until the previous evening, when she had become 
acutely ill. The other case, a woman of 45, had not 
been well since May 8th. She had a sore-throat, some 
abdominal discomfort, and raised temperature and 
pulse-rate. These two cases were regarded as 
suspicious on clinical grounds, and were also removed 
to the fever hospital, where the diagnosis of para- 
typhoid B was confirmed. Subsequently three further 
definite cases occurred in the ward, one sickening on 
May 14th and two on the 19th, 

When the first cases were diagnosed there was 
nothing to indicate the source of infection. As the 
first step in the search, all patients in the ward who 
had suffered at any time from abdominal discomfort, 
diarrhea, or slight rise in temperature had their stools 
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qualified men had gone for periods of training to 
American and Canadian schools, where they could 
gain experience of the system which had given us 
insulin and the life-saving treatment of pernicious 
anemia, This system, until the last few years, had 
differed from ours in bringing more of the influence 
of accurate scientific inquiry to bear upon the study 
of medicine, but the difference had already been 
removed in London, Oxford, Cambridge, Edinburgh, 
and Aberdeen, and with the help of the new institute 
it would henceforward disappear in Glasgow. 


HEALTH 
and urine examined and their blood cultured. Next 
specimens of blood for Widal reaction were taken 
from all patients, nursing staff, and ward maids. 
The reactions of all the staff were negative, but one 
patient, a woman who had been admitted on 
April 25th, had a strongly positive reaction to 
B. paratyphosus B. She was removed to a fever 
hospital, where subsequently B. paratyphosus B was 
obtained from her urine and stools. Although, as will 
be observed from the Table, the incubation periods 
of the cases in the ward were somewhat short, this 
patient may be regarded as the source of infection. 

The incubation period for the six cases varied 
from 9 to 12 days from their first contact with the 
presumed carrier. Their ages, dates of admission and 
sickening, and incubation periods are shown in the 
Table. 





Date 
Aamittea Date of first Date of or 
Case. Age. tor— admis- contact sicken- eriod 
o sion. with ing. Nia 1 
carrier. ys). 
1 36 Femoralhernia. April26 April26 May 6 10 
2 45 Abdominal » IAs 26 6 » 12 
bernia. ‘ 
7a 10 Appendicitis. May 2 May 2 11 9 
4 29 » » 2 » 2 » 4 12 
5 27 ” ” 9 » 9 — | 10 
6 25 ” ” 9 . 9 19 10 
RESUME OF CASES 
CASE 1.—Radical cure of hernia performed April 28th. 


Good recovery and afebrile until May 6th. Widal 
positive para. B (H 1/320; O 1/250) on May 12th. 
Rose rash same date. Feces positive May 13th. 
Good recovery after sharp illness during which 
patient was delirious. 


CasE 2.—Operation April 20th. Afebrile until 
May 8th. Removed to fever hospital as clinical case 
May 12th. Feces positive May 13th. Was acutely 
ill but made good recovery. 


CASE 3.—Appendicectomy on May 3rd. _ Slight 
fever for 3 days. Became acutely ill on May llth 
with symptoms of enteric. Diagnosis subsequently 
confirmed. Urine and feces positive May 13th, also 
agglutination 1/200, for para. B. Died May 25th 
after 13 days’ illness. 


CASE 4.—Appendicectomy on May 3rd. Afebrile 
until May 14th, when she developed slight headache 
and pyrexia. Urine and feces negative May 14th, 
but blood culture positive for para. B after 48 hours. 
Feces positive May 20th. Illness of severe type but 
satisfactory recovery. 


CasE 5.—Appendicectomy on May llth. Afebrile 
until May 19th when she developed fever, headache, 
and severe vomiting. Blood culture returned positive 
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after 30 hours on May 19th. Feces positive May 20th. 
Illness extremely acute but patient recovered. 

CasE 6.—Appendicectomy on May llth. Good 
recovery until May 19th, when she developed 
symptoms similar to Case 5. Blood culture positive 
in 48 hours. Type of illness severe. Urine positive 
May 23rd. Recovered. 

CARRIER CASE.—Woman of 55, admitted on 
April 25th as malignant pyloric obstruction. Diagnosis 
confirmed at operation on the 26th when gastro- 
enterostomy was performed, Recovery was slow and 
afebrile, and she was inclined to be incontinent of 
feces. Her Widal reaction was returned positive 
para. B (H 1/640; O 1/250) on May 19th, and at 
that time her temperature, pulse, and respirations 
were normal and she showed no evidence of active 
infection. She was regarded as a carrier and removed 
to the fever hospital. Subsequently urine positive 
para. B on May 19th and again on the 21st and 30th. 
Feces positive para. B May 30th. She was never 
febrile and gave a very indefinite history of her former 
illnesses. It was not possible to ascertain for certain 
whether she had had an attack of enteric fever pre- 
viously, but she certainly had not been admitted to any 
fever hospital during the past 15 years. Itis probable 
that the operative procedure lit up a latent infection, 
especially as domestic contacts had shown no 
symptoms, 


A bacteriological note of interest was the much 
shorter time required to confirm a positive blood 
culture when the blood was obtained on the second 
or third day of illness. For example, when blood 
was examined as soon as the first symptoms became 
apparent a diagnosis could not be made for 48 hours, 
whereas bloods taken on the second or third day 
could be readily confirmed in 24—-30 hours, 


ASPHYXIA NEONATORUM 
To the Editor of Tue LANCET 


Sir,—On Sept. 24th you drew attention once 
more to the methods available for the resuscitation 
of Babies Who Do Not Breathe, with special reference 
to the technique of endotracheal suction and insuffla- 
tion as advocated by Dr. P. J. Flagg, of New York. 
This author brought the method forward some years 
ago, and has recently described the latest apparatus 
and technique which he uses. In England, Blaikley 
and Gibberd have recorded their own methods and 
results (Lancet, 1935, 1, 736). But in spite of their 
strong recommendation, and in spite of the still 
appallingly large number of babies lost through failure 
to breathe, there has been no general adoption of the 
treatment by intubation in this country. The reason 
for this must surely be found in the fact that the 
methods advocated, involving suction engines, insuffla- 
tion apparatus, special instruments and special skill, 
are not practical politics under the conditions prevail- 
ing at the great majority of births in England. 

The following case is described in order to show 
that this obstacle need not prevent resuscitation by 
intubation being available under ordinary conditions, 
and in the absence of an anesthetist with special 
apparatus. 

On August 4th, 1938, a full-term baby was born 
after a very long labour, characterised by primary 
inertia of the uterus and unwillingness to codperate 
on the part of the mother. During the first stage, 
which lasted 38 hours, the mother was given 
in sequence Omnopon-scopolamine, paraldehyde 
6 drachms, paraldehyde 4 drachms, and chloral 
30 grains, and during the whole of the second stage 


THE LANCET] ASPHYXIA NEONATORUM foct. 8, 1938 


CORRESPONDENCE 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
SEPT, 24TH, 1938 


Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
scarlet fever, 1768; diphtheria, 1198; enteric fever, 
27 (72 ‘‘expected’’); pneumonia (primary or 
influenzal), 540; puerperal pyrexia, 159; cerebro- 
spinal fever, 18; acute poliomyelitis, 60; acute 
polio-encephalitis, 3; encephalitis lethargica, 2 ; 
dysentery, 27; ophthalmia neonatorum, 88. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The incidence of poliomyelitis is now definitely on the wane, 
the total poliomyelitis and polio-encephalitis cases combined 
being 63, 83, 76; 82, 76, 83, 87, 63, 41, 29, for this and the 
previous nine weeks (working backwards). 

The number of cases in the Infectious Hospitals of the London 
County Council on Sept. 30th was 2150, which included : Scarlet 
fever, 490; diphtheria, 911 (carriers, 26); measles, 22; 
whooping-cough, 166; puerperal fever, 11 mothers (plus 6 
babies); encephalitis lethargica, 273; poliomyelitis, 13. At 
St. Margaret’s Hospital there were 17 babies (plus 6 mothers) 
with ophthalmia neonatorum. 





Deaths.—In 126 great towns, including London, 
there was no death from small-pox, 2 (1) from measles, 
1 (1) from scarlet fever, 6 (3) from whooping-cough, 
23 (4) from diphtheria, 41 (10) from diarrhoea and 
enteritis under two years, and 23 (3) from influenza, 
The figures in parentheses are those for London itself. 

Fatal cases of diphtheria were scattered over 15 great towns, 
3 at South Shields, 2 each at Barnsley, Liverpool, and Stoke- 
on-Trent. Birmingham had 7 deaths from diarrhea, Hull 4, 
no other great town more than 2. 


The number of stillbirths notified during the week was 
284 (corresponding to a rate of 43 per 1000 total 
births), including 44 in London. 


continuous gas-oxygen anesthesia. The presentation 
was a vertex, there was no element of obstruction 
to labour, and delivery was eventually by forceps. 
At birth the baby was rather blue and flaccid, 
but at first it made one or two feeble efforts to breathe. 
The first suck from the pharynx with a mucus 
catheter filled the reservoir of the catheter with liquor 
amnii, and when the child was then held up by the 
feet liquor ran steadily from the nose and. mouth. 
There was no further breathing, in spite of all the 
fluid being sucked from the pharynx; complete 
flaccidity developed; the cyanosis gave way to 
pallor; and the heart beat became slower and weaker 
until it was barely perceptible with a stethoscope. 
At this point—some 15 minutes after birth—a 
Magill’s No. 1 rubber catheter was passed into the 
trachea by direct vision with a Magill’s laryngoscope 
carrying a full-sized blade. The catheter fitted the 
trachea fairly tightly, so that there was practically 
no return airway except up the tube itself. Oxygen 
was run in gently, and the baby’s chest at once 
expanded fully, expiration being achieved by com- 
pression of the chest ; the colour improved rapidly. 
Carbon dioxide from a Sparklet was then substituted 
for the oxygen but no response was obtained from 
the respiratory centre. By this time the heart 
was beating steadily, though very slowly. Respiration 
was then continued by alternately blowing down 
the tube with my own lungs, and compression of 
the chest, with occasional addition of small amounts 
of oxygen. After 35 minutes of this procedure the 
baby suddenly took a quick breath, followed by 
others, at first at long intervals and later on more 
regularly. At the end of 50 minutes it was breathing 
rapidly, shallowly, and regularly ; the tube was then 
removed and there were no further complications. 





This was a serious case, for the danger arose both 
from strong central depression, due to the long labour 
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and to the drags ¢ given  dusiing the first stage, and also 
from “ drowning ” with liquor. There is no doubt 
in my mind, or in that of the accoucheur, that had 
intubation not been carried out this child would have 
been lost. 

The only apparatus used was a laryngoscope and 
a rubber Magill’s catheter. These can easily form 
part of an obstetric outfit, and the laryngoscope 
should be of the small size commonly used for intubat- 
ing children. 

Insufflation by mouth appeared to be almost as 
effective as oxygen in maintaining adequate oxygena- 
tion of the baby, if the insufflator took only a short 
breath himself before inflating the child’s lungs. 
An oxygen cylinder is therefore not always essential, 
even in a serious case, though it is an advantage. 
If intubation is carried out before things have become 
desperate, as in this case, respiration will be established 
in a much shorter time, and the need for oxygen will 
be less. 

The only real difficulty is the passage of the tube 
by direct vision. Skill in doing this without trauma 
can only be acquired by practice, but a very few visits 
to a surgical anesthetic department will provide this. 
The intubation of an infant is not so difficult as might 
be imagined, as owing to the very small size of the 
epiglottis this structure will come forward with the 
tongue when the base of this is lifted with the laryngo- 
scope, thus bringing the glottis into view. 

I am, Sir, yours faithfully, 

London, W., Oct. 1st. DOUGLAS BELFRAGE, 


A REGISTER OF AVAILABLE NURSES 
To the Editor of THe LANCET 


Srr,— At the request of H.M. Government the 
British Medical Association has compiled a register 
of doctors, and from the same source a request 
has been made that the College of Nursing should 
organise similar machinery for nurses 

The object is to set up a reserve composed of State- 
registered and certificated nurses, having no other 
obligations, who would be available in time of national 
emergency to augment the present health services. 
It is felt that throughout the country there must be 
many who, either married or retired from active 
service, would be anxious to link up with some 
organisation through which their skill could be 
utilised. Many hundreds of extra nurses would be 
required to supplement the staff of hospitals, district 
nursing associations, and other institutions, and I 
would ask every nurse coming under the categories 
mentioned above to get in touch immediately with the 
headquarters of the College of Nursing, 14, Henrietta- 
place, London, W.1, or any of its local branches 
(lists of these may be obtained from headquarters). 

I am, Sir, yours faithfully, 
Frances G. Goopatr, §.R.N. 


Sept. 29th. Secretary, College of Nursing. 


TWO TESTICLES IN ONE INGUINAL HERNIA 
To the Editor of THE LANCET 


Sir,—We were fortunate enough to have recently 
under our care two cases of the extremely rare con- 
dition, described by Mr. D. Owen Davies in your issue 
of August 13th, of two testicles in one inguinal hernia. 


The first patient, a well-developed Sudanese aged 22, 
was admitted to hospital with a left inguinal hernia 
for operation. There was no testicle in the right 
scrotum. When the hernial sac was opened at the 
abdominal ring two distinct vasa differentia were 
found, and in the sac, which was of course of the 
congenital type, were two separate testicles. The 


aaa « 


COPY AVAILABLE 


A REGISTER OF AVAILABLE NURSES 





foct. 8, 1938 857 
pare of the sac was dissected off the two cords, 
ligatured, and tied up through the transversalis and 
internal oblique muscles, and a Bassini radical 
operation was performed, the testicles being left in 
the left side of the scrotum. They were both well 
formed and appeared normal, one being a little lower 
than the other. The right inguinal ring was not 
patent. ( ‘onvalescence ran a normal course and the 
patient was discharged cured on June 28th of this 
year. 

A week later a labourer, aged 38, from Lower 
Egypt, was admitted for operation on a _ right 
hydrocele. The patient was fat and effeminate in 
build and his penis was small. The scrotum was 
large but no definite testicle could be felt on either 
side before operation, and no testicular sensation 
could be elicited. A scrotal incision was made and 
an atrophied testicle was found, with a large hydrocele 
of a congenital hernial sac. When this sac was 
traced to the inguinal canal another testicle was 
discovered, presumably the left one. This testicle 
was well formed. It could not be passed round to 
the left side, so it was reintroduced into the abdomen 
and a Bassini radical operation was performed, 
leaving the right rudimentary testicle in situ with 
the sac of the hydrocele everted. The convalescence 
of this patient also was uneventful. 

We are, Sir, yours faithfully, 
H. STIVEN, 
Cairo, Sept. 21st. GALAL ATTALLAH, 


AN EXPRESSION OF THANKFULNESS 
To the Editor of Tuk LANCET 


Srr,—Our secretary has received at this office the 
following letter sent through one of our honorary 
local secretaries :— 

** At the meeting of the Blackpool division of the B.M.A. 
last night, as an expression of thankfulness for the agree- 
ment with Germany and in token of gratitude to Mr. 
Neville Chamberlain, a collection was.made for the Fund 
and £9 was subscribed. I have much pleasure in enclosing 
my cheque for that amount.” 


I am sure you will agree with me that this affords an 
example which might well be followed not only by 
other divisions of the British Medical Association but 
also by other bodies and societies associated with 
doctors, The Royal Medical Benevolent Fund can 
dispose of as much money as the profession will give 
it, and there seems to be no better way in which it 
can express its thankfulness to our Prime Minister than 
by following the example set by the Blackpool 
division, . 
I am, Sir, yours faithfully, 
Lewis G. GLOVER, 
Hon. Treasurer, Royal Medical Benevolent Fund. 


11, Chandos-street, Cavendish-square, 
London, W.1, Oct. 4th. 


TREATMENT OF CARBUNCLE 
To the Editor of THE LANCET 


Srr,—Dr. Barber’s report in your issue of Sept. 17th 
(p. 668) is most interesting and enlightening and has 
stimulated me to report a case of facial carbuncle 
treated by physical means. 


On the afternoon of Sept. 27th, my wife developed 
a small pimple at the angle of the left ala nasi. By 
the morning of the 28th this had developed into what 
appeared to be a blind boil. During the day, the 
upper lip and cheek surrounding began to swell 
and by the evening the swelling was gross. On the 
morning of the 29th, after a bad night, the swelling 
was much greater and the pain was excruciating ; 
the patient felt ill, but had no fever. At 10 o’clock 
that morning, I gave her one hour’s treatment of 
infra-red rays, which relieved the pain and allowed 
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her to sleep for an hour. At 2 that afternoon she 
was again given treatment of infra-red rays and 
slept until 4.30. 

The patient was moderately comfortable until 
3 A.M. on the 30th, when she woke in great pain and 
was given a further three-quarters of an hour’s treat- 
ment of infra-red rays, after which she slept until 
8 aM. It was now evident that the condition was a 
earbuncle, as it was pointing in the centre and was 
surrounded by a number of pustules, spreading out 
as far as the malar bone. At 2 o’clock in the after- 
noon of that day, infra-red rays were applied again, 
after which a small amount of pus began to leak from 
the central point, with much relief of pain. During 
the rest of the day the patient was fairly comfortable. 
At 3 a.m. on Oct. Ist, she woke to find pus pouring 
freely and what appeared to be the core (about 


~ OBITUARY 


L. S. T. BURRELL, M.D. Camb., F.R.C.P. 


Dr. Lancelot Burrell, who died on Sept. 28th 
at a nursing-home in London after a long and distress- 
ing illness, will be remembered as a physician who 
won the esteem in like measure of patients and 
colleagues. Born at Wimbledon in 1883, son of 
Joseph A. Burrell, he was educated at Eton and at 
Trinity College, Cambridge, and received his medical 
training at St. Thomas’s Hospital, Having qualified 
in 1908, he took the M.B. Camb. in 1910, the M.D, 
in 1913, and was elected F.R.C.P. in 1924, From 
qualification his chief interest was in internal medi- 
cine. He held office at St, Thomas’s as resident 
assistant physician 
and medical 
registrar, and in 
1913 joined the 
staff of the 
Brompton Hos- 
pital, becoming a 
full physician in 
1926. For some 
years he confined 
his work almost 
entirely to chest 
disease, and it was 
not until 1921 
that he became 
attached to a 
general hospital 
—viz., the West 
London Hospital, 
Hammersmith. 
Five years later 
he resigned this 
appointment to 
take up a teach- 
ing post at the London School of Medicine for Women. 
He became lecturer in clinical medicine and in 1928 
he succeeded Dr. A. G. Phear as senior physician 
at the Royal Free Hospital. 

Although as a lecturer at an undergraduate medical 
school and an examiner for the University of Cam- 
bridge and for the Royal College of Physicians he was 
perforce associated to some extent with general 
medicine, Burrell still remained constant in his 
attachment to chest disease and became one of the 
leading authorities on pulmonary tuberculosis. 
Honorary appointments at the Treloar Cripples 
Home, Alton, the National Sanatorium at Benenden, 
the Royal National Hospital, Ventnor, the Papworth 
Village Settlement, and especially the King Edward 
VII Sanatorium, Midhurst, bear witness to the wide 
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an inch long) was discharged. During the whole of 
the day the discharge was profuse and in the after- 
noon, two further cores were discharged. After this 
the patient had no further trouble and had completely 
recovered by the evening of Oct. 2nd. 

I have reported this particular case as a comparison 
with that of Dr. Barber, but this is not an isolated 
case under the modern treatment of carbuncles with 
infra-red rays or short-wave therapy ; which methods 
of treatment seem to have specific and rapid action 
on these and other septic conditions. 

I am, Sir, yours faithfully, 
ROBERT LEAVER, 


Chief Assistant, Electrical Department, 
St. Bartholomew’s Hospital. 
Wimpole-street, W., Oct. 4th. 


reputation he held, a reputation which was enhanced 
by his writings and by his able editorship of the 
British Journal of Tuberculosis. His book on “ Dis- 
eases of the Chest” (in collaboration with W. J. 
Fenton) is full of sound clinical teaching, and 
successive editions of “‘ Recent Advances in Tuber- 
culosis’’ have placed in his debt every worker in 
sanatorium or clinic. His advocacy of artificial 
pneumothorax at a time when this treatment was 
still in an adolescent stage, at any rate in this country, 
is one striking example of his vision and determination. 

“To understand and appreciate fully the value 
of Burrell’s life and work,’ writes one of his Brompton 
colleagues, ‘“‘ one must look rather at the man himself, 
his character, his personality, and his relations 
both personal and professional with his fellow men, 
for in these it may be truly said lay his greatest 
contribution to the advancement of the profession 
which he served. Two outstanding features will 
remain clear in our memory of him. First of these 
was his invariable championship of tradition in the 
best sense of the word. This was, perhaps, his 
finest quality. It showed itself alike in his hospital 
policy and in the spirit which directed the conduct 
of his practice. His horror of anything in medical 
work that savoured of commercialism was combined 
with a gentleness of spirit which made him shrink 
from the possibility of inflicting pain or distress 
upon any with whom he had to deal. There were 
times when he was criticised for weakness, yet these 
were traits which, in so far as they strengthened the 
bonds of affection and regard between himself and 
his associates, might well have been envied by men 
of more dynamic mould, The other was his unswerving 
loyalty to friends and colleagues. Whatever differ- 
ences of opinion there might be, his courtesy and 
consideration were unfailing: never would he let 
a colleague down by a word that could injure prestige 
or self-respect. When others were insistent upon 
some active policy based on criticism of a destructive 
sort, however convincing, Burrell’s chief concern 
would be to keep the team together. If hard pressed, 
he might oppose vigorously, but always with restraint, 
and with true regard even for an enemy—if indeed 
he ever had one. So it was that his counsels were 
always sure of hearing. 

“His practical experience of all varieties of chest 
disease was rich and well garnered, so that his opinion 
and advice were widely sought by practitioners. 
His success and reputation as a physician, of an 
order not easily acquired, were due in no small 
measure to his charm and other personal qualities 
which those who knew him will remember with 
gratitude and affection, 
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** Burrell has gone from us at the very zenith of 
his career. In him we have lost a good friend, a 
beloved colleague, and a wise and helpful physician.”’ 

Dr. Jenner Hoskin writes: ‘I first met Burrell 
in the summer of 1919 when he was on the staff of 
the West London Hospital, and afterwards saw him 
frequently at the Royal Free. It was impossible to 
know him without becoming a firm friend; he was 
one with whom one could discuss problems and 
difficulties, and his advice was always helpful and 
to the point, He never spared himself in his work, 
and in addition to hospital work and a large 
consultant practice he found time to attend numerous 
conferences in this country and abroad. He was a 
modest man. On committees he rarely spoke without 
having something definite and helpful to say. His 
demeanour was always kindly. Even when disagree- 
ing with a colleague his arguments were couched in so 
gentle a manner that no one could ever take offence. 
He was never controversial, and unless he felt deeply 
on a subject would only give his opinion when called 
on. He was a lovable rather than a forceful 
personality. He made many friends, and probably 
not a single enemy. He did not engage in many 
outdoor pursuits but was one of the really fine bridge 
players in the profession. His loss to medicine is 
serious.”’ 


Dr. Burrell married Ruth, eldest daughter of 
Dr. H. Rose Clarke, who survives him with two 
daughters. 


JOHN EDWARD WHITLEY MACFALL, 
M.D. Liverp., D.P.H. 


Prof. Whitley MacFall, who has occupied the 
chair of forensic medicine and toxicology at. Liverpool 
University since 1925, died on Sept. 30th at Holywell, 
North Wales, where he had been living in retirement. 
He was born in Liverpool in 1873, qualified at Victoria 
University, Manchester, in 1899, and later took his 
M.D. at Liverpool. 
was a member of the Inner Temple. For many 
years he was in private practice at Stonycroft and 
was divisional surgeon to the Liverpool City Police 
and adviser to the Criminal Investigation Depart- 
ments of Liver- 
pool, Birkenhead, 
and the county of 
Lancashire, In 
1910 he was 
appointed demon- 
strator of toxico- 
logy at University 
College, Liverpool. 
In the late war he 
commanded the 
3/lst West Lanca- 
shire field ambul- 
ance in France and 
was wounded at 
Arras. He was 
given the honorary 
rank of major on 
retirement, After 
the war he 
returned to Liver- 
pool and in 1925 
was appointed to the professorship of forensic medi- 
cine in succession to Prof. R. J. M. Buchanan. He 
has since been examiner in medical jurisprudence 
in the universities of Birmingham, Manchester, 
Glasgow, Edinburgh, and Aberdeen. MacFall brought 
an almost boyish enthusiasm to the solution of medico- 
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legal problems and he had ample scope for the 
exercise of his natural skill in detection in the many 
criminal cases in which he was called as medical 
expert, one of the most notable being the Wallace 


murder trial at Liverpool in 1930. He wrote 
extensively on medico-legal subjects, his most 
ambitious work being his Textbook of Forensic 


Medicine. In his University days he set up a record 
for putting the weight and in later years he was a 
keen tennis player and horseman, He was married 
twice and he leaves a widow, and one son and two 
daughters by his first marriage, 
DR. JEAN DARIER 

FULL of years and honours, Jean Darier, dermato- 
logist of international repute, has passed away while 
still taking an active part in the dermatological 
world. He was born in 1856 of Swiss parents whose 
descent from a Huguenot ancestry may have been 
the determining factor in Darier’s decision to break 
off his medical studies at Geneva and, still only 15 
years old, to continue them in Paris. In 1878 and 
1880 he was in turn externe and interne of the 
Parisian hospitals. A little later he worked under 
Ranvier at the Collége de France where he found 
scope for his histological talents, Although it was 
primarily as a histologist that he made his mark, 
he was also a sound clinician attached in turn to the 
Rochefoucauld, the Pitié, the Broca, and the Saint- 
Louis hospitals. After being in charge of important 
hospital services during the late war, he returned 
to the Saint-Louis Hospital to which he was attached 
until 1928. 


A CYCLOTRON AT SOUTH KENSINGTON 


THE Science Museum at South Kensington has 
acquired on loan from Prof. E. O. Lawrence of 
California an example of the cyclotron, an apparatus 
invented by Prof. Lawrence and his associates which 
accelerates individual atoms to very high speeds 
without the use of very high voltages. It is used for 
bombarding the nuclei of other atoms with high- 
speed atomic projectiles ; from the study of the dis- 
integrations and transmutations which take place 
under these conditions much is being discovered 
about the structure of atomic nuclei. 

The late Lord Rutherford was the first to show, 
in 1919, that the nuclei of atoms could be broken 
up by bombarding them with the alpha-particles 
emitted from radium and its products. In 1932 
Cockcroft and Walton in Cambridge succeeded in 
breaking up atomic nuclei without the aid of radio- 
active materials by bombarding them with hydrogen 
nuclei or ‘“ protons” accelerated to a high speed 
in a vacuum tube to which about 500,000 volts was 
applied : their original apparatus may be seen in the 
Science Museum, 

Lawrence’s cyclotron is able to achieve similar 
results without the use of these very high voltages, 
which lead to great practical inconveniences. The 
instrument lent to the Science Museum was con- 
structed in 1931 and with an applied voltage no greater 
than 4000 volts it was capable of accelerating protons 


to a speed which would require 1,200,000 volts 
directly applied. With its aid Lawrence and his 


co-workers were able to confirm and extend Cock- 
croft and Walton’s results. Prof. Lawrence has also 
presented to the museum a series of photographs 
showing the development of the cyclotron. The 
1931 model has now been superseded by a larger 
instrument which can accelerate atomic particles 
to a speed which would require 16 million volts 


directly applied, and with this instrument results 
of great importance are being obtained in California. 
Cyclotrons are also being put into operation in Great 
Britain, and their performance will be watched with 
keen interest. 
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OPENING OF THE 

ONLY two of the five London medical schools which 
had planned a formal inauguration of the autumn 
session during this week or last, and one dental 
school, carried out their programme. We publish 
below extracts from Lord Horder’s address at the 
Royal Free and Mr, Eason’s at the Royal Dental 
Hospital. Dr. Robert Hutchison’s remarks to the 
students of Westminster Hospital will be found on 
p. 813. 


WOMEN IN MEDICINE 


By Lorp Horper, M.D., F.R.C.P. 


Wuen I meet a woman doctor in consultation, 
ought I to think: “ Hallo, they’ve succeeded at last, 
here’s one of them ;” or rather (which is actually the 
case) “‘ I wonder what sort of a doctor thisis?”’ You 
have once more taken your place, which you should 
never have been allowed to leave, side by side with 
us, and together we are working to dispel the incubus 
of ignorance, prejudice, and fear which oppresses 
humanity. Not that we possess the same gifts, or 
make the same kind of contribution to medicine. 
I do not propose to digress into a dissertation upon 
what are the differences—physical, intellectual, and 
emotional—between us. Attempts to define these 
differences—on the intellectual and emotional side— 
have never been very successful, even in the hands 
of the best biologists and psychologists. But if we 
must face this position biologically, then is it not 
agreed that there are no men and no women but 
only ‘“‘ sexual majorities’? I believe the good man 
doctor has a little more of the feminine in him than 
has the average man, and that a like statement 
applies to the good woman doctor, Originality and 
initiative may be commoner in men; but though 
there is ample room for these qualities in medicine, 
there are many occasions when neither of them is 
the patient’s most urgent need. If, as has been said, 
successful medicine is sympathy armed with under- 
standing, or indeed understanding touched with 
sympathy, both sexes start this particular career 
with at least the potential requisites for achievement. 
And if you asked me what I mean by “successful 
medicine ’’ I would quote a suggestion which once 
ended an argument on the reasons for one man’s 
remarkable success—‘ perhaps he gets his patients 
well.” Women may have more intuition than men, 
more conscience, more curiosity—a trait essential to 
research workers—and more industry. This last may 
prove to be your undoing. If you read too much 
you will have neither time nor mind to observe or 
think. Knowledge is valuable according as it helps 
us in action; as Broussais said, “ facts which cannot 
be used for healing do not belong to the physician, 
they belong to the naturalist.” 

Essentially medicine demands from each of you 
just what it demands from every student, of which- 
ever sex, who has ever embarked upon it—a whole- 
hearted devotion and the fullest employment of 
whatever faculties you happen to possess. Two 
points are worth your special attention, Above all 
else you must cultivate the power of observation. 
Observe anything, everything, and begin to do it at 
once; but while still engaged in your preclinical 
studies observe especially men and women and 
children and the things connected with them. 
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Observe the colour of their eyes and hair, the shape 
of their head, the clothes they wear, the way they 
walk and hold themselves, how they shake hands, 
how they say good-morning,—and a thousand other 
things. Train your attention to be active rather 
than passive and so break up that useless reverie 
in which the untrained mind spends the greater 
part of its life (‘“‘ Sometimes I sits and thinks and 
sometimes I just sits”). This reverie can, with 
discipline, be changed for an alertness, an awareness, 
that supplies the mind with that food on which it 
may ruminate, At first, probably for some time, 
you will observe a lot of things that are quite useless 
and dissociated; but later your observations will 
become not only rapid but systematised, purposeful, 
and synthetically useful. You will look for things,— 
associated things, that together make sense, make in 
the fullest meaning of the word, a diagnosis, The 
character of a cough, the rhythm of breathing, the 
lack of overtones in a voice, even on the telephone, 
these are observations full of meaning to the initiated. 
Instruments of precision enable us to measure the 
degrees of the defects which our trained senses tell 
us may be present. It is clinical acumen which 
should suggest to us in what directions we may most 
profitably employ them 

I believe that doctors who possess what is called 
the “ clinical instinct” really owe it, not to a sixth 
sense, nor to some so-called psychic or occult power, 
but to these two facts: they make many observa- 
tions of which even they are unconscious, and they 
effect a synthesis of the observations that possess 
affinity, that are pertinent and causatively associated, 
and they are able to discard those that do not possess 
these characters, Facility in observation, combined 
with experience of the healthy, enables us to pick 
out unerringly the unusual from the usual, to note 
deviations from the average. I use the word “average” 
rather than the word “normal” deliberately. 
Normality is a concept which involves us in a number 
of more or less agreed theoretical considerations ; the 
average is summarisation of actual experiences. 

My second exhortation is therefore to train your- 
selves to recognise the average, so that your attention 
is at once struck by any deviation from it, which 
should be assumed to be pathological and important 
until proved otherwise. We quickly notice devia- 
tions from average height and weight, but less readily 
deviations from the average complexion—though 
there is one—gait, or mode of sitting or lying or 
shaking hands. Slight deviation from the average 
in these and other matters is seen in the early stages 
of a number of diseases—for example, hypo- and 
hyper-thyroidism, chorea, nephritis, heart disease, 
general paresis, and Parkinsonism. 

And there is more to it than this. You must 
observe people’s faces for other things than com- 
plexion ; for the expression of pain, physical and 
mental, for happiness and unhappiness, and especially 
for anxiety and fear. What, in short, is the dominant 
emotional state, and is this only of recent origin or 
has it been in existence for a long time? During the 
crisis of last week there was a unique opportunity 
of studying the facial expression of anxiety in large 
numbers of people on one day and the expressions of 
relief on the next. The value of this kind of observa- 
tion is incalculable. It enables us to check up the 
things that patients tell us: that “ agonising” pain, 
these sleepless nights, these days and weeks of so 
little food that it is a wonder life is not extinct. 
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Look at their faces—and, of course, put them on the 
scales, and on the couch—but look at their faces. 

After a time, when you have become sensitive to 
deviations from the average, you must not pass off 
lightly any doubts you may feel but must accept 
the challenge, revise observations, and seek an 
explanation for what may prove to be a clue to the 
main position. By such discipline you will develop a 
power that is not, as it is sometimes called, uncanny, 
but merely means that you have trained your mind 
so that the onlooker does not see it working. The 
layman lacks this power. The man who to him 
** looks the picture of health ’’ may be a case of poly- 
cythemia, and the proud possessor of the “ broad 
chest” he admires may merely be showing us one of 
the committal signs of emphysema, It is especially 
when there are no signs of organic disease that the 
sort of observation which has to do with slight 
deviation from the average is of great help. A good 
working rule is never to make a diagnosis upon 
negative findings. A series of positive points, slight 
yet definite, though they may be functional rather 
than organic, will carry conviction because they are 
positive, 

Books and instruments can never give us what 
becomes in time, like a good wireless set, a seemingly 
passive yet selective mental receptivity. Industry 
can never be a substitute for sensitivity. If it could, 
the exchange, in terms of human economy, would be 
a very poor one. When you begin the study of 
medicine many of you—not all—possess this precious 
power of fine appreciation and delicate discrimination 
in greater degree than we do. Don’t be ashamed 
of it, It is of tremendous service if put to the uses 
I have tried to define. But it will be of equally great 
service if you keep it unimpaired, or, better still, 
if you cultivate it and discipline it, when you are 
face to face with your patients. How many people 
have need of your spiritual sensitivity you will not 
realise until you make close contact with them as 
doctor and patient. And many of your patients 
(and among these will be some of the nicest) will 
cover their need with a spurious brusqueness which 
you must not fail to put aside, however gently, 
because they are just as much ashamed of their 
need as some of you may be of your power to 
supply it. 

This reflection upon a power which you possess in 
greater measure than we do does not change my 
belief that in respect of natural faculties we stand 
about fifty-fifty in our capacity to make good doctors, 
It is the woman in the doctor that medicine wants 
just as much as the doctor in the woman, 





DENTAL EDUCATION AND PRACTICE 
By H. L. Eason, C.B., C.M.G., M.S., F.R.C.S. 


PRINCIPAL OF THE UNIVERSITY OF LONDON 


PERHAPS no one should talk about dental education 
unless he wears a denture or has had an impacted 
wisdom tooth extracted. I do not mean that 
discussion on dental education should be limited to 
aged persons, but that the wearing of a denture— 
especially an ill-fitting one—or the extraction of an 
impacted wisdom tooth brings sharply home to one 
that dentistry is essentially a technical profession, and 
that what the public demands is expert technique 
and mechanical and professional skill. I do not for 
one moment suggest that a dentist should have only 
a technical training, but I do imply that, with an 





adequate scientific and academic background, the 
main qualification for a practising dentist must be 
technical skill and expert handicraft. In this respect 
dentistry differs from medicine but resembles surgery. 
In choosing a surgeon, a patient, and especially a 
doctor patient, who needs an operation wants to 
know not whether the surgeon is a distinguished 
writer, teacher, or researcher, but—Will this operation 
of mine be performed skilfully, rapidly, and success- 
fully ? As to whether or not the operation shall be 
performed or what the operation shall be, he will 
probably want more than one opinion. The same 
sort of question arises in dentistry. Must I have 
all my teeth out because I have pyorrheea, fibrositis, 
or osteoarthritis ? A very difficult question to answer, 
and a decision often vitiated by enthusiasms, fashions, 
or dogma based on insufficient evidence. In such 
a decision technical training only is of no assistance ; 
a wide background of sound academic and scientific 
knowledge is essential. Thus though the dentist 
will make his living by his manual dexterity he must 
keep abreast of all advances in his subject and 
maintain an academic ideal in his attitude towards 
his practice. 

The question arises whether every dentist should 
have (1) a medical qualification and be a specialist 
in the sense of an ophthalmologist or a nose and throat 
specialist, and (2) a university degree in dentistry. 
The number of dentists required and the length and 
cost of the combined course of study make it 
impracticable at present, though eminently desirable, 
for all dentists to have a double qualification, but 
those who can possibly afford to do so will improve 
their professional status and avoid the errors due to a 
too specialised outlook, The possession of a university 
degree is undoubtedly desirable for reasons equally 
applicable to other professions such as law, medicine, 
and pharmacy. The essential difference between 
a professional qualification and a degree was set out 
in a report issued in 1934 by a Legal Education 
-Committee set up by Parliament. The distinction is 
that the professional body conducting teaching and 
examinations will necessarily emphasise the practical 
side of the teaching and test proficiency from that 
point of view. The university function is more 
concerned with the teaching of any particular subject, 
as part of the wniversitas of knowledge, by emphasising 
principles. Actually though the university may 
illustrate principles by examples, and the professional 
bodies explain examples by reference to principles, 
in the result the methods of teaching approximate 
and in the early stages may be identical. 

We at the university are often asked, particularly 
by grant-aiding bodies, why, if a degree is so desirable, 
do comparatively few medical and dental students take 
a degree. The reason is, I think (1) that the degree 
course is more expensive, longer, and requires a higher 
degree of knowledge and of application, and (2) 
that most students have to become qualified to earn 
a living as soon as possible. Once qualified, the 
young doctor or dentist starts practice, gets immersed 
in it, and fails to take his degree. 

Every effort has been made in the University of 
London so to correlate the courses of study for the 
L.D.S. and the B.D.S. that the student may pursue 
them side by side; but if he enters for the harder 
and longer course at the beginning ordinary energy 
and determination will get him the degree. Once 
in practice the dentist can only keep abreast of 
advances in his profession by taking a course of post- 
graduate instruction at regular intervals throughout 
his professional life. Satisfaction and complacency 
with one’s achievements mean professional and moral 
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death, with the inevitable degeneration and decay. 
Opportunities for post-graduate education are likely 
to increase and should be made use of. 

In the last few years there has been a distinct 
advance in academic dental education. There is 
every indication that the numbers of whole-time 
professorships and readerships in dental subjects in 
the University of London will increase in the near 
future, and their establishment will enable more 
of the distinguished men in the profession to devote 
themselves to research and teaching without the 
preoccupation of private practice. The men on the 
staff of dental hospitals have hitherto given self- 
sacrificing labour in the cause of education, for 
in dentistry, unlike medicine and surgery, there 
are practically no consultants and therefore few 
material rewards’ from association with students. 
Another difference, this one favourable to dentistry, 
is that in virtue of the Dentists Act, 1921, it is a 
protected profession, Any unqualified person may 
practise medicine or surgery, but no one may now 
practise dentistry who is not a qualified dentist ; 
this monopoly is a privilege well worth what some 
may consider a somewhat onerous annual retention 
fee for remaining on the Register. Another cause 
for gratification lies in the powers of the Dental 
Board to use the authorised retention fees for the 
utmost benefit of the profession. Not only is research 
encouraged with grants, but dental schools have been 
assisted with handsome donations for the purpose of 
development, and deserving students have been 
granted bursaries. In 1937 the Dental Board received 
about £37,000 in fees. Of this sum, £21,000 was 
allocated to educational grants, £4878 to dental health 
education, and £3000 to grants for research. From 


MEDICAL NEWS 


University of London 

The Semon lecture will be delivered at 1, Wimpole- 
street on Nov. 3rd, at 5 p.m., by Mr. W. M. Mollison, who 
will speak on laryngology’s debt to research. Dr. A. Daleq, 
professor of anatomy in the Université libre of Brussels, 
will speak at King’s College, at 5.30 P.m. on Nov. 8th, 
on the formation of the pronephros and its causes. At 
5.30 p.m. on Noy. 15th, 16th, and 17th, at the London 
School of Hygiene, Dr. H. Lyndhurst Duke will lecture 
on the pathogenic trypanosomes. Five lectures on the 
position of viruses in the organic world will be given by 
Prof. F. W. Twort, F.R.S., on Dec. Ist, 2nd, 5th, 8th, 
and 9th, at 5 p.m. The first four lectures will be held at 
the London School of Hygiene and the fifth at the Brown 
Anima] Sanatory Institution. 


Royal Faculty of Physicians and Surgeons of 
Glasgow 
At a meeting of this faculty held on Oct, 3rd, with 
Dr. John Henderson, the president, in the chair, the 
following were admitted to the fellowship: James 
Henderson Levack (Glasgow); Bhutnath Raylahiri (Cal- 
cutta) ; and Eliza Moira Kennedy Stevenson (Glasgow), 


King’s College Hospital 

On Wednesday, Oct. 12th, at 8.30 p.m., Dr. W. J- 
O’Donovan will address the Listerian Society of this 
hospital. He will speak on The Good Estate of Medicine. 


Royal Sanitary Institute 

A meeting of this institute will be held in the Royal 
Pavilion, Brighton, on Friday, Oct. 21st, at 5 P.m., when 
Dr. Duncan Forbes, medical officer of health for Brighton, 
will open a discussion on school exclusion in infectious 
disease, and Mr. A. Howard Holt, chief sanitary inspector 
for Brighton, will speak on the repair of working-class 
dwelling-houses. On Saturday morning, Oct. 22nd, the 
members will visit the new combined school clinic and 
infant welfare centre, and the municipal chest clinic. 


MEDICAL NEWS 
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the constitution of the Board until Mareh 31st, 1937, 
nearly 1000 bursaries have been awarded, and over 
600 bursars have qualified, some 300 being still in 
training. 

There is a sadder side to the work of the Dental 
Board which comes under my notice as a member 
of the General Medical Council—namely, the removal 
of members from that profession on account of 
improper or unprofessional conduct. I note with 
satisfaction that a very small minority of those 
whose names have been erased from the Dental 
Register are holders of a degree or of the 
licence of the Royal College of Surgeons. Most of 
the removals are for obtaining money for work 
not done—a rare cause for erasure from the Medical 
Register ; on the other hand, as regards grave mis- 
demeanours and felonies the dental profession is 
comparatively blameless. Thus each profession has 
its own peculiar temptations and dangers. 

Finally, a word as to the future. As time goes on 
the unqualified dentists, who were admitted to the 
Register in 1921 in virtue of having been engaged in 
the practice of dentistry for five years before the 
passing of the Act, will gradually die out and will 
only be replaced by those who obtain a registrable 
qualification, I am not sure that the numbers enter- 
ing the dental profession are sufficient to provide for 
the growing needs of an increasing population or for 
the inevitable wastage from the Register. This will 
rapidly increase in the next twenty or thirty years, 
for of some 14,000 dentists on the Register in 1938 
no less than 40 per cent are ‘‘ 1921 Dentists’’ who 
will not be replaced. There is thus a good prospect 
of a successful career for all students studying 
dentistry at the present time. 


Mental Treatment Act, 1930 

Those medical practitioners whose approval for the 
purpose of signing recommendations under Sections 1 (3) 
and 5 (3) of the Mental Treatment Act, 1930, expires on 
Dec. 31st next are being invited by the Board of Control 
to make application for the renewal of the approval and 
are being furnished with forms of application for this 
purpose. Any other practitioner who may desire to seek 
approval under the Mental Treatment Act can obtain a 
form of application on writing to the Board of Control, 
Hobart House, Grosvenor-place, London, 8.W.1. 


British Homeopathic Association 

At 5 p.m. on Thursday, Oct. 13th, at 1, Wimpole-street, 
London, W., Dr. F. H. Bodman will deliver a lecture on 
the present-day confirmation of the homeopathic 
approach. Sir John Weir will be in the chair. The 
lecture inaugurates a series to be held at the London 
Homeopathic Hospital, Great Ormond-street, W.C.1. 


Chadwick Lectures 

The following public lectures will be held by the trust 
during the next three months: ‘on Oct. 11th at Niblett 
Hall, Inner Temple, E.C., Mr. Rowland Burrows, K.C., 
will speak on the development of public health law during 
the past 50 years; on Oct. 27th at the Royal Sanitary 
Institute, Dr. Norman Macfadyen will speak on the evils 
of the congestion of population and the way out; on 
Nov. 8th at 26, Portland-place, W., Sir Stanley Woodwark 
will speak on the rise and fall of certain diseases con- 
current with the progress of sanitation and hygiene ; 
on Nov. 24th at 66, Portland-place, W., Mr. W. W. Wake- 
field, M.P., will deliver the Malcolm Morris lecture on 
playing fields and the national fitness movement ; and on 
Dec. 13th at the London School of Hygiene, Dr. Leonard 
Colebrook will speak on the control of puerperal fever. 
All the lectures will be at 5.30 p.m. and admission to them 
isfree. Further particulars may be had from the secretary 
of the trust, 204, Abbey House, Westminster. 
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National Hospital, Queen-square 


The autumn course of lectures at this hospital will 
begin on Oct. 17th instead of on Oct. 10th. 


University College Hospital 

The opening of the session at this hospital has been 
postponed for a week, and Sir StClair Thomson will 
now deliver his inaugural address on Oct. 11th at 3.15 P.M. 
He will speak on Lister at University College and Hospital 
(1844-1852). The annual dinner of the school will be 
held on Oct, 14th, at 7.30 P.m., in the library of the school, 
and the annual dinner of the women’s association on the 
same evening at 8 P.M. at the Langham Hotel. The post- 
graduate demonstrations for old students will be held on 
Oct. 13th and 14th. Details of the programme will be 
found in our Medical Diary for last week. 


Medical Diary 
Oct. 10th to Oct. 16th 
SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole‘street, W. 
TUESDAY. 
Therapeutics and Pharmacology. P.M., Sir Frederick 


Banting, F.R.S.: The Immunity Pe ‘of the Tumour 
Problem. (W. E. Dixon lecture.) 


Psychiatry. 8.30 P.M., Dr. H. Crichton-Miller: Resultant 
y and Purposive in Psychiatry. (Presidential address.) 
“RIDAY. 


Ophthalmology. 8.30 P™M., Mr. Malcolm Hepburn: 
The Nomenclature of Diseases of the Fundus. (Presidential 
address.) 

OYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, Manson House, 26, Portland-place, W. 

THURSDAY.—8.15 P.M., Dr. Fred L. Soper of Brazil (Inter- 
national Health ‘Division, Rockefeller Foundation) : 
Yellow Fever—the Present Position. 

HARVEIAN SOCIETY OF LONDON. 

FRIDAY.—8.30 P.M. (26, Portland-place, W.), Sir Frederick 
gee : Comparisons between Diseases in Animals and 
Man. 

MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 

MONDAY.—8 P.M., annual general meeting. 8.30 P.M., Dr. 
C. E. Lakin : presidential address. 

NORTH LONDON MEDICAL AND CHIRURGICAL 
SOCIETY. 

WEDNESDAY.—9 P.M. (Royal Northern Hospital), Mr. Aleck 

Bourne : The Modern Outlook on Problems of Reproduction. 
PADDINGTON MEDICAL SOCIETY. 

TUESDAY.—9 P.M. (Great Western Royal Hotel, W.), Dr. 
E. J. Boome: Speech Disorders. 

WEST KENT MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY.—8.45 P.M. (Miller General Hospital, Greenwich), 
annual general meeting. Clinical cases. 

SOCIETY FOR THE STUDY OF INEBRIETY. 

TuEsDAY.—4 P.M. (Friends House, Euston-road, N.W.), 
Prof. Edward Mapother: The Physical Basis of Alcoholic 
Mental Disorder. (Norman Kerr lecture.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 

MonpDayY.—5 P.M. (University College), Dr. Phyllis Tookey 
Kerridge : The Physiology of Hearing and Speech. (First 
of four lectures. ) 

TUESDAY.—5 P.M. (University College). Dr. R. J. Lythgoe : 
The Physiology of Vision. (First of five ~e oo 

FRIDAY.—5.30 P.M. (King’s College), Prof eymans 
(Ghent): Some Aspects of Blood Pressure Regulation 
and Experimental Arterial Hypertension. 

LONDON HOSPITAL, E. 

THURSDAY.—4.30 P.M., Prof. Leonard Parsons: The Hemo- 

lytic Aneemias of Childhood. (Schorstein lecture.) 
KING’S COLLEGE HOSPITAL, S.E. 

SATURDAY.—11 a.M., Mr. John Everidge: Modern Con- 
ceptions in the Treatment of the inlarged Prostate. 
11.45 a.M., Dr. H. A. Richards: Anesthetics. 12.30 P.M., 
Dr. Wilfrid Sheldon : Some Points in the Early Diagnosis 
of Diseases of Children. 2.15 P.M., Mr. H. C. Edwards: 
Observations on the Diagnosis and Treatment of Cancer 
of the Stomach. 3 P.M., Mr. St. J. D. Buxton and Mr. 
H. L. C. Wood: fracture demonstration. 4.15 P.M., 
Dr. A. Gilpin: Some Common Anemias. 

err a a.M., Dr. F. 8. Cooksey: 

1.15 a.M., Mr. "J. G. Yates Bell: 
Clifford Hoy le: Cardiac Emergencies. 
Open to all medical practitioners. 
ee POSTGRADUATE MEDICAL SCHOOL, Ducane- 
roa 

TUESDAY. i 30 P.m., Dr. C. W. Buckley: Arthritis. 

WEDNESDAY. —Noon, clinical and pathological conference 
fmosicait 3 P.M., clinical = | a, conference 
surgical). 4.30 PM., Mr. F. oung, Ph.D.: Carbo- 
hydrate Metabolism. 


Heat Therapy. 
Pyuria. Noon, r. 
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THURSDAY.—2.15 PM., Dr. Duncan White: 
; ee 3.30 p.m., Dr. W. H. F. Oxley 
Jare. 

Frmpay.—2 pmM., clinical and pathological conference 
(obstetrics and gynecology). 2.30 P.M., Mr. G. Gordon- 
Taylor: Cancer of the Breast. 

Daily 10 a.M. to 4 P.M., medical clinics, surgical clinics, and 
operations, obstetrical and gynecological clinics and 
operations. 

HOSPITAL FOR SICK CHILDREN, Great 
street, W.C. 

THURSDAY.—2 P.M., Dr. B. E.. Schlesinger : 

Arthritis in Children. 


Radiological 
: Antenatal 


Ormond- 


Rheumatoid 
3 P.M., Mr. Denis Browne: Torti- 


collis. 
Out-patient clinics daily at 10 a.m. and ward visit at 2 P.M. 
ST. GEORGE’S HOSPITAL, 8.W. 
THURSDAY.—5 P.M., Dr. Anthony Feiling : 
demonstration. 


aioe Sl SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


neurological 


TUESDAY.—5 pP.M., Dr. J. E. M. Wigley: 
Some Common Skin Diseases. 

WEDNESDAY.—5 pP.M., Dr. I. Muende: 
Histopathology of the Skin 

THURSDAY.—5 P.M., Dr. J. M. H. MacLeod : 
Infections. (C hesterfield lectures.) 


CENTRAL LONDON THROAT, NOSE, AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C. 

MonpayY to SATURDAY, second week of course in anatomy and 

physiology for Part I of the D.L.O. examination. 
NATIONAL HOSPITAL FOR DISEASES OF THE HEART, 
Westmoreland-street, W. 

MonpDaYy.—10 a.m., Dr. *B. T. Parsons-Smith : Cardiovascular 
Syphilis. 11. 15 A.M., Dr. T. F. Cotton: Diseases of the 
Mitral Valve. 

TUESDAY.—10 a.M., Dr. Paul Wood: Cardiae Arrhythmias 
(I). 11.154.M., Dr. D. Evan Bedford : X Ray Examination 
in Cardiovascular Disease (II). 

WEDNESDAY.—10 a.M., Dr. J. M. H. Campbell: Tachy- 
cardia. 11.15 a.m., Dr. John Parkinson : Clinical Electro- 
cardiography (II). 2 p.m., Dr. Skene Keith : pathological 
demonstration. 

THURSDAY.—10 A.M., Dr. Cotton : Angina Pectoris. 11.15 4.M., 
Dr. Wood : Cardiac Arrhythmias (11). 

FRIDAY.—10 a.M., Dr. Evan Bedford : 
Peure. 11.15 am., Dr. Cotton: 


Treatment of 
Introduction to 


Ringworm 


Treatment of Heart 
Chronic Myocardial 


isease. 
Ward rounds daily at 2 P.M. (except Wednesday), and out- 
patients at 3 P.M. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
MonDAY to SUNDAY.—NATIONAL HOSPITAL FOR DISEASES 
OF THE HEART, Westmoreland-street, W., second week of 
all-day course in cardiology. (Open to non-members.)- 
St. JOHN’s Hosprrat, 5, Lisle-street, W.C., afternoon 
course in dermatology. (Open to non- -members. -— 
PHYSIOLOGY LECTURES FOR Primary F.R.C.S., Mon., 
Wed., and Fri., 5.30 P.M.—ROYAL CANCER HOSPITAL, 
Fulham- road, s.W. , Sat. and Sun., course in cancer. 
TAVISTOCK CLINIC, Malet- -place, Ww. Cc. 
TUESDAY.—6 P.M., Dr. J. A. Hadfield : 
Health. (First of eight lectures.) 
MANCHESTER ROYAL INFIRMARY. 
FRiIpAY.—4.15 P.M., Dr. T. H. Oliver: medical cases. 
UNIVERSITY OF GLASGOW. 
TUESDAY.—4.30 P.M. (Tennent Memorial Building, Church- 
street), Dr. I. Chesar Michaelson : Ocular New Growths. 


Appointments _ 


Principles of Mental 





ASHWORTH, H. K., M.B. Manch., D.A., Hon. Anesthetist to 
St. Mary’ 8 Hospitale, Manchester. 

BREWER, A. Liverp., F.R.C.S., Resident Surgical 
Officer at the Radcliffe Infirmary, Oxford. 

BROCKLEBANK, J.A.,M.D. Lond., M.R. ‘C.P., D.M. R.E., Assistant 
Radiologist at St. ay? 5 Hospital, London. 

BUTTERFIELD, G. R., M.B. N.Z., F.R.C.S.E., Resident Surgical 
Officer at the Albert Dock itooptial 

Came, C. H., M.B. Birm., D.A., —~ ae Medical Registrar 

t ‘the Bifmingiam United Hospital. 

Guumman, C. F., M.B. Lond., Resident Surgical 
Officer at Princess Beatrice Hospital, ‘London. 

Cross, A. G., M.B. Camb., F.R.C.S., Senior Resident Officer at 
the Royal London Ophthalmic Hospital (Moorfields). 

Davies, 8S. Ivor, M.D. Lond., D.P.H., Medical Superintendent 
at Kelling Sanatorium, Holt, Nortolk. 


DENNISON, F. R., M.D. Lond., -H., Tuberculosis Officer 
and Senior Assistant Medical Officer of Health for Pgrts- 
mow 


FORSHALL, ISABELLA, M.B. Lond., F.R.C.S.E., Surgical Registrar 
at the Royal Liverpool Children’ s Hospital 
Gray, &. - .B., B.Se. Lond., Biochemist at King’s College 


B.M. Oxon., D.M.R.E., Hon. Assistant 
iologist = the Royal Hospital, Richmond. 

HAWEINS, R. , M.B. Manch., Casuaity Officer and Fracture 

noe SS) * at Chesterfield Royal Hospital. 

HA D .D. Liverp. ., Medical Registrar at the Royal 
"Liverpool Children’s Hospital. 

Jones, T. 58. G., Ph.D. Wales, A.I.C., Assistant “spears Worker 
at Runwell Hospital, near W ickford, Esse 

LOCKHART, R., M.B. Edin. , D.P.H., Assistant ‘Seenty Medical 


ospit 
HALLETT, dD. aR A 


Officer of Health for Gloucestershire. 
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Mackay, Joun, M.D. Glasg., D.P.M., Senior Assistant Medical 
Officer at the Somerset and Bath Mental Hospital, Cotford, 
near Taunton 

MayYALy, K. M., M.B. Camb., Registrar to the Ear, Nose, and 
Throat De partment 3 the ” a7 sham United Hospital. 

MILLS, EDWARD, M.B. And., > H., Assistant Medical 
Officer of Health for ‘Giotenckteantnn. 

MINTON, JOSEPH, F.R.C.S., Hon. Assistant Ophthalmic Surgeon 
to the West End Hospital for Nervous Diseases, London. 

MITCHELL, R. J., M.B. Belf., Assistant Medical Officer at 
Townleys Hospital, Farnworth. 

NICHOLSON, J., F.R.C.S., Hon. Surgical Assistant to the West 
= Hospital for Nervous Diseases, London. 

PITT, E., M.B. Lond., F.R.C.8., Resident Surgeon at Kingston 
( aS Hospital. 

Row.ey, G. D., M.B. Edin., Resident Surgical Officer at the 
Kent and Sussex Hospital, Tunbridge Wells. 

ScuHuttzeE, M. J., M.B. Aberd., D.P.H., Resident Medical 
Officer at the National Temperance Hos ital, London. 
Sirn, 8S. F., M.B. Lond., First Assistant fedical Officer at 
Epsom ( Jomnty Hospital 
SUTHERLAND, T. 1.B.N.Z., M.R.C.P., Resident Medical 
ween S and Medic = Registrar at Southend-on-Sea General 

ospital 

TALBOT, GEOFFREY, M.B. Manch., Reguty Medical Superin- 
tendent, County Mental Hos ital, pveatwick. 

Trrrettr, G. O., M.B.Lond., F.R.C Assistant Surgical 
Registrar at ithe Royal Berkshire ‘Hidepttal, Reading 

Warre, G. 8., M.B. Edin., Resident Medical Officer at Willesden 
Municipal Hospital. 

WILLcox, i., M.B.Camb., M.R.C.P., Medical Registrar at 
St. Mary’s Hospital, London. 

Examining Surgeons under the Factories Act, 1937: Dr. L. K. 
THOMAS (Birmingham, East, District, Warwick); Dr. J. 
FLEMING (Cwmbran District, Monmouth) ; . Dr. T. ‘ 
MICKLEM (Ottery St. Mary District, Devon); Dr. J. W. O. 
FREETH (Week St. Mary ag a Cornwall) : Dr. G. THow 
(Elgin District, Moray) ; LAURENSON (Gorebridge 
District, Midlothian) ; and "br. E. BRAITHWAITE (Egremont 
District, Cumberland). 





For further tutarmnaibies refer to the advertisement columns 


Aberdeen Royal Mental Hosp.—Jun. Asst. Physician, 2300. 
Agricultural Research Council, 6a, Dean’s-garden, S.W .—Bacterio- 


logist, £500. 
5S.’s, £150 and £120 


Altrincham General Hosp.—Sen. and Jun. H 
respectively. 

Ashton-under-Lyne, Lake Hosp. and Darnton House.—Jun. 
Res. M.O., at rate of £225 

Beckenham, Bethlem Royal Hosp. , Monks Orchard.—Two Res. 
H.P.’s, each at rate of £175. 

Berhili-on-Sea Hosp.—Res. M.O., at rate of £150. 

Birkenhead Municipal Hosp.—Sen. Res. M.O., £350. 

~~ United Hosp.— Asst. Bacteriologist, £350. 

_. Ham Green Fever Hosp. and Sanatorium.—Jun. Asst. 
. M.O., at rate of £200. 

British "Pealenabuale Medical School, Ducane-road, W.—Asst. 
in Morbid pnatoms jp ! in mn t. of Pathology, £300. 

Heath, Herts, ounty Council Maternity Hosp.— 
Res. Asst. M. 6., moO 

Central London Throat, Nose, and Ear Hosp., Gray’s Inn-road, 
W.C.—Third Res. H.8., at rate of £75. 

Chichester, Royal West Sussex Hosp.—Jun. H.S., £125. 

Coventry and Warwickshire Hosp.—Res. appointments, each 
at rate of £150. 

Doncaster Royal Infirmary.—Sen. Res. O. for Cas. and Out- 
patients’ Dept., and H.S., at rate of £200 and £150 
respectively. 

Dorchester, Dorset Mental Hosp.—Jun. Asst. M.O., £400. 

Eastbourne, Royal Eye Hosp., Pevensey-road.—H.8., at rate 
of £1006 

Epsom County Hosp.—Res. Asst. M.O., at rate of £250. 

Evelina Hosp. for Sick Children.—H.P., "at rate of £120. 

aes, Dispensary Friend Street, E.C. —Res. and Asst. Res. 
M.0O.’s, £250 and £200 respectively. 

Gartcosh, ‘Gartloch Mental Hosp.—Jun. Res. M.O., 

G.P.O.— Asst. M.O. in Headquarters Medical adn "2500. 

Halifax Royal Infirmary.—First H.S., at rate of £200. 

Hull Corporation Health Department. — Asst. M.O.H., £600. 

King George Hosp.—Hon. Su 

catustnaler, S.W.—Hon. 


Hosp., Vincent-square, 
Anesthetist. 

Tsolation Hosp., Wales Farm-road, Acton, W.—Res. M.O., £500. 

King’s College Hosp., S.E.—Asst. *Ophth: Surgeon. 

Lancaster Royal Infirmary. —Second H.S., at rate of £175. 

Leeds City.— Asst. Clin. Tuberculosis Officer, £500-£600. 

= James’s Hosp.—H.P.’s and H.S.’s, each at rate of 

London County Council.— Asst. gh etncleaint, £650. Also Asst. 
M.O.’s, Grade II, each £25 

London Hosp., E.—Ciin. Asst. ‘a X Ray Dept., 2100. 

London Hosp. Medical College, E. —Hutchinson Triennial 
Prize 1941, £60. 

London Lock Hosp., 283, Harrow-road, W.—Res. M.O. to all 
Depts., at rate of £175. 

ions University, W.C.—Graham Scholarship in Pathology, 

00. 

Maida Vale Hosp. for Nervous Diseases, W.—Res. M.O., and 
H.P., at rate of £150 and £100 respectively. 

Manchester, Ancoats Hosp.—Radiologi Officer, £400. 

Manchester, Duchess of York Hosp. for Babies.—Hon. Asst. 
Visiting Physician. 

Manchester, Park Hosp., Davyhulme.—Asst. Res. M.O.’s, 
at rate of £300. 


VACANCIES.—THE LANCET 100 YEARS AGO 
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| Manchester, Royal Children’s panne —Sen. M.O., £300. Also 
Asst. M.O. to Out-patients’ Dept., at rate of "2150. 
Margate and > ig General Hosp. —Res. M.O., £150. 
A dich a. —— -road, E.—Second it ae 
Middlesbro ‘ommittee.—Sen. Asst. M £500 
Norfolk ental Hosp. mew M.O., £350. 
Nottingham City Hosp.—Res. Obstet. and Gyn. Officer, £2350. 
Nottingham General Hosp.—H.8. to a and Fracture 
Dept., and H.S. to Ear, Nose, and Throat Dept., each 
at rate of £150. 
Oxford, Radcliffe I penery ——vaeeiieg Thoracic Surgeon, £200. 
Paddington Green Children’s Hosp., W.—H.P. and H.8., each at 
rate of £150. 
Ponte, | yw ae for Functional Nervous Disorders.— 
e8 
Preston County Mental Hosp., Whittingham.—Asst. M.O., £550 
— wy + eee —H8. to Eye, Ear, Nose, and Whroat 
“ys 50 
. for Children, Hackney-road, E.—Ear, Nose, and 


Throat urgeon. 
Earlswood Institulion.—Jun. Asst. M.O., 


Redhill, Sw ; 

at rate of £25 
Royal Cancer Hosp., Fulham, S.W .—Asst. Pathologist, 2600. 
Royal ae, ae. St. George’s Circus, S.H.—Research Scholar 


shi 
Rowal National ional Orthopedic Hosp., ries Sven Portland-street, W.— 


Rovat + ‘Naval Med haa Service cnet 410% 


Royal Waterloo Hosp. for ye es *Waterloo- road, S.E.—Hon. 
Asst. Physician. Also M.O. and H.P., at rate of 
£150 and a ane 

St. Mary’s Hosp., W.—Cas. H.S., at rate of £100. 

Samaritan Free "Hosp. for W ‘omen, Marylebone-road, N.W.— 
H.S., at rate of £100. 

Sheffield Children’s Hosp —H_.S., at rate of £100. 

—, Royal Hosp.—Surg. Reg., £300. Also Res. Surg. O., 


Pa. Municipal Hospital, Rochford, Esser.—Res. Deputy 
Med. Supt., £500. 
Sout — on-Sea General Hosp.—Res. Anesthetist, at rate of 


5. 
Stirling District Mental Hosp. rbert.—Jun. Asst. M.O., £300. 
Stoke-on-Trent, North bin fandahion fee Royal Infirmary.— Secretary 
and House Governor, £800. Also H.S. (Casualty), at rate 
Swansea, Hill House Infectious Diseases Hosp.—Res. M.O., «eee. 
Swansea General and Eye Hosp.—H.8. and HP. each at 
site Cas. %. at xt rate of 2150-8175. 
Tunbridge Wel , Kent Sussex Hosp.—Res. Surg. O., £250. 
IO. w ’ Royal National > for Consumption, &c.— 
Asst. Res. M.O., at. rate of £250 
Warwick, King Edward VII Memorial Sanatorium, Hertford 
Hill. Som, Asst. M.O., at rate of £250. 
row oe Bop. Balham, S.W Sen. Res. M.O., £250. 
Girls’ Club, 31, Alfred-place, W.C.—Doctor. 
wee Ham County ’ Borough, Education Dept.—Sen. School 


Dental Officer, £550. 
Ry ~ Hosp W.—Res. Chief Asst. to 


Hammersmit. 
for Treatment of =, £200. Hon. Physician 
Also Hon. Reg. to Ear, Nose, 





ayeholo cal Medicine. 
ond Throat Dept. 
General 


Willesden Hosp., Harlesden-road, N.W.—Hon. Clin. 
Asst. 

Wolverham New Cross Hosp.—Asst. M.O., £200. 

Worcester ‘ounty and City Mental Hosp., Powick.—Asst. M. 6., 


£350. 
Wore ase Mental Hosp., Barnsley Hall.—Second Asst. 
) 350 


October 6th, 1838, p. 95. 


From an account of a lecture by Professor Graham at 
University College medical school. 


The confusion inflicted on his young auditors in 
the shape of a history of chemical science, was not, it is 
true, worse confounded than it usually is, when a historical 
review is attempted for beginners. But the absurdity 
of giving the history of a science to men who are not 
supposed to know its A BC, to have a notion of its objects, 
of the instruments it employs, of the mode in which it is 
studied, was striking. . To be sure, everything was 
touched on in it, from Moses’ burning of the golden calf 
(an achievement which the beginners present were told 
to consider explicable on the theory of the sulphur salts) 
down to the last mighty and never-to-be-too-much- 
admired doings of one section of the great Fudge Family 
at Newcastle. And there was the usual quantity of 
phosphorus and potassium burned ; much light given out, 
no doubt, but not a ray taken in.... Had it, however, 
been ten times more eloquent, its effects would have been 
slight, for like the discourse of the young English mollah, 
at whose combined youth and wisdom Haji Baba was so 
astonished until he saw the written sermon on the cushion, 
Professor Graham’s lecture lay in fair round characters 
before him. 
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THE PHYSICIAN OF THE FARM 


As the guardian of the health of our vast live- 
stock population the veterinarian is responsible for 
a large part of the nation’s wealth. In the detection 
and elimination of such diseases as tuberculosis, 
contagious bovine abortion, and mastitis in cattle, 
and in the inspection of meat and meat products, he 
exercises an increasingly important function in regard 
to human health. It might be expected then that 
the State would contribute to the training of the 
members of this profession at least as liberally as to 
other branches of higher education. That this has 
not been so is largely due to the conception of the 
veterinarian as merely a cat, dog, and horse leech 
that still lingers in the predominantly urban conscious- 
ness of the country. The committee which has been 
inquiring into the present and future position of 
veterinary education has found that the schools 
are overcrowded and starved of funds, and their 
teaching staffs inadequate and often poorly paid. 
The opportunities for clinical and practical training 
are insufficient, especially as regards the all-important 
farm animals, for example, at one school the number 
of cattle per student is 0-01, compared with 45 at 
the school at Utrecht and 200 at Berne. That the 
quality of the profession has nevertheless remained 
high is a tribute to the examining body, the Royal 
College of Veterinary Surgeons, to the teachers, and 
to the students themselves. The committee considers 
that most of the difficulties would be overcome by 
ensuring closer contact between the four schools 
at London, Edinburgh, Glasgow, and Liverpool, 
and the universities and examining body. In their 
view students should be able to take a science degree 
in the first three years of their five-year course, so 
that the M.R.C.V.S. became in effect a post-graduate 
diploma. During the last two years, which are 
devoted to animal husbandry and clinical work, at 
least six months should be spent on a farm, and 
adequate practical training should be available 
at a fully stocked and equipped field station attached 
to each school. To eliminate overcrowding they 
would limit the number of students in training to 
800, which would be sufficient to maintain the total 
strength of the profession at its present figure of 
2300. The committee recommends Government 
grants of £299,000 towards the capital cost of field 
stations and other new buildings, with some £61,000 
a year for five years towards their upkeep, and it 
also recommends for aid a scheme for pre-clinical 
and post-clinical training at Cambridge University. 
If the quality of the profession is to be maintained it 
is clear that some such reorganisation is required 
and that this must be supported by adequate financial 
assistance. 


CONQUEST OF PHOSPHORUS POISONING 


PHOSPHORUS poisoning disappeared so completely 
from among the industrial diseases forty years ago that 
this triumph of preventive medicine has almost been 
forgotten. Sir Thomas Oliver, who was one of the 
committee that inquired into the phosphorus problem 
in 1896, recalls,? however, that in the second half 
of last century over 100 cases of chronic poisoning 
were notified among workers in match factories, 
including 19 deaths, and that in those days acute 
poisoning, accidental or suicidal, was not uncommon. 
Two kinds of phosphorus were used in making 
matches; the red comparatively harmless form in 
safety matches, and the white or yellow poisonous 
form in lucifer or ‘“ strike-amywhere ’’’ matches. 
Many children died from sucking the heads of lucifers, 
and the water in which the heads had been steeped 


1 Report of the Committee on Veterinary Education in Great 
 — ap 1938. London: H.M. Stationery Office. Pp.124. 
8. 


2 J. R. Inst. pub. Hith Hyg. August, 1938. 
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formed a convenient though agonising suicidal potion. 
In workmen poisoning developed from inhaling the 
fumes of phosphoric and phosphorous acids given 
off by the white phosphorus in moist air, or from 
eating with unwashed hands after handling the match- 
head paste. At that time lucifer-making was in 
many places almost a home industry, carried on 
in old houses in back courts by a few workmen with 
no precautions or supervision. Mechanical means 
for mixing the paste were used in some large works, 
and there the health of the work-people was generally 
good. The main symptom of chronic poisoning 
was phosphorus necrosis or ‘“ phossy jaw.” The 
poison dissolved in the saliva and eroded the teeth, 
and, particularly where the teeth were carious, this 
was followed by a purulent periostitis of the jaw, with 
severe gastric catarrh and toxemia. Where the upper 
jaw was involved the inflammation sometimes passed 
through the basal foramina and led to a fatal menin- 
gitis. The affected workers also suffered from fragility 
of the long bones. The disease was much more 
prevalent on the Continent, and in Belgium a prize 
of £2000 was offered in the nineties for a harmless 
substitute for white phosphorus. Industrial chemists 
everywhere joined in the search, and finally MM. 
Sevéne and Cahen announced that the sesquisulphide 
of phosphorus was entirely satisfactory. Their claims 
were confirmed by a Parliamentary committee and 
in 1898 the manufacture and use of white phosphorus 
was prohibited in England by law, a measure which 
was extended to all countries by an international 
convention in 1906. Since this law became effective 
acute poisoning, though it still occurs at times from 
swallowing rat pastes and vermin killers, has become 
a rarity, and the match industry has been made as 
safe as any other. 


THE PROBLEM DRINKER 


Mr. Charles H. Durfee, Ph.D., as a psychologist 
and educator, endeavours to show that intemperate 
drinking is the pathological expression of an abnormal 
mental need. He dislikes the term “ alcoholic,” 
since it is apt to have moral implications and he 


- prefers to speak of the “ problem drinker.” Such 


a@ person is distinguishable not by the quantity he 
may imbibe on occasions or over a period of time 
but: by the extent to which the taking of alcohol has 
become a personal and social problem to him or a 
means of escape from difficulties. Dr. Durfee recog- 
nises that alcoholism may be an indication of a 
serious deviation from mental health, but here he 
deals only with the large number of those whose 
alcoholic habits spring from a personal and environ- 
mental maladjustment which can be more readily 
understood and also rectified if the victims are 
capable of a basic regeneration and are willing to 
coéperate. If possible, a temporary change of scene 
and routine are often desirable and life on a farm 
is held best to meet such needs. Relaxation, a 
congenial communal life, and creative work, going 
hand in hand with psychological re-education amidst 
protective surroundings, are the therapeutic influences. 
The outlook is regarded as far brighter than is 
commonly supposed : the problem drinker may thus 
learn to live without alcohol. Psychological recon- 
struction at home is more difficult but similar results 
can, it is said, be achieved with complete under- 
standing of the family circle. Though an inner dis- 
harmony of personality and a lack of integration, 
leading to inability to meet adequately the emotional 
demands of life, are the factors to be dealt with, 
constitutional or acquired intolerance to alcohol 
must, too, be taken into consideration. In his final 
chapters on drinking as a social problem, Dr. Durfee 
regards educational prophylaxis in rather an opti- 
mistic light. He says: ‘ If it were possible to raise 





1To Drink or Not to Drink. By Charles H. Durfee, Ph.D. 
London: Longmans, Green and Co. 1938. Pp. 222. 6s. 
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an ideal generation schooled in sound mental attitudes, 
if we could produce self-confident youth, independent, 
emotionally disciplined, with a good grasp of reality 
and the ability to face it, we would have personalities 
so integrated that there would be no necessity for 
seeking unhealthy ‘ ways out,’ either through alcohol 
or otherwise.”” Theoretically this is doubtless true, 
but such a happy response to our educational efforts 
is hardly likely to come about in our time. 


FIFTY YEARS OF DERMATOLOGY 


In its October number the British Journal of 
Dermatology and Syphilis celebrates its jubilee and 
it takes the opportunity of casting a retrospective 
eye over the developments of dermatology and over 
its own progress in the last fifty years. The journal 
was founded by Malcolm Morris and H. G. Brooke 
in 1888, largely as the outcome of the inception of the 
Dermatological Society of London six years before. 
At that time dermatology was regarded as an 
unimportant by-product of medicine and surgery 
and there was little or no systematic teaching of skin 
diseases at the medical schools. At the London 
Hospital, Dr. J. H. Sequeira notes, Stephen Mackenzie 
was in no sense a specialist and his dermatological 
clinic was held once a week in some basement rooms. 
Skin cases were admitted to Mackenzie’s medical 
wards but no special beds were set aside for them 
The treatment of syphilis had not yet passed to 
special centres and one of the most important functions 
of the dermatologist was to say whether any given 
rash was syphilitic-or not, a task in which many 
developed a high degree of accuracy. At most teach- 
ing hospitals the skin department was in charge of 
a member of the general medical staff, and often it 
was a mere perquisite of the most recently elected 
member. No doubt, however, men like Jonathan 
Hutchinson, McCall Anderson, Stephen Mackenzie, 
and William Jamieson brought to the study of 
dermatology a wide outlook that would have been 
impossible if their clinical experience had been 
confined to a specialty. 


NEW PREPARATIONS 


SIBLIN is a remedy for constipation, recommended 
as a convenient means of increasing the bulk of the 
feces and of ensuring their optimum consistence 
without irritation. It is largely composed of water- 
absorbent fibre derived from certain species of 
plantago (plantain) and each teaspoonful contains 
about 50 international units of Crysto-Vibex (crystal- 
line vitamin B,), to improve muscular tone and 
peristalsis. The granules may be taken dry or in 
water; on saturation they form a soft gelatinous 
mass that passes almost unchanged through stomach 
and bowel. The makers are Parke, Davis and Co., 
Beak-street, London, W.1. 


TABLOID “ EMPIRIN” (ACETYLSALICYLIC ACID) 
COMPOUND WITH CODEINE, issued by Burroughs 
Wellcome and Co. (Snow Hill-buildings, E.C.1), has 
the formula: ‘“ Empirin” acetylsalicylic acid, 
gr. 34; phenacetin, gr. 24; caffeine, gr. 4; and 
codeine phosphate, gr. 4. Success is claimed for its 
use in migraine, in neuralgia (especially of the fifth 
nerve), and in the pain associated with articular 
rheumatism and progressive muscular atrophy. It 
may also be employed as an antipyretic in the early 
stages of feverish cold and influenza, and as an 
analgesic in pelvic disorders of women, in dental 
work, and before and after minor operations. 


HEPARIN B.D.H.—Heparin, the anticoagulant sub- 
stance contained in liver, is prepared by British 
Drug Houses (Graham-street, N.1) in codéperation 
with Dr. E. Jorpes of Stockholm. Their product, 
which is given an activity of 500 units per milli- 
gramme, is issued in } per cent., 1 per cent., and 
5 per cent. solution, and also in the form of heparinised 
tubes for the collection of blood samples. In blood 
transfusion heparin may be injected into the donor 
to reduce the coagulability of his blood. The sub- 





stance is also used in the prevention and treatment 
of venous thrombosis. 


RUSVEN is the name applied to a preparation of 
Russell’s Viper Venom, made by Boots Pure Drug 
Co. Ltd. (Nottingham). The hemostatic properties 
of snake venoms were first reported in the Lancet 
in 1934 by Burgess Barnett and R. G. Macfarlane, 
who found that Russell’s viper venom, even in 
high dilutions, clotted both hemophilic and ordinary 
blood more rapidly than any other hemostatic. The 
application of Rusven (always externally) is advised 
for the control of bleeding after extraction of 
teeth, especially in hemophilia, and for the arrest 
of hemorrhage in epistaxis, after tonsillectomy, and 
sometimes in general surgery. Since solutions do 
not keep satisfactorily they must be prepared just 
before use, and Rusven is accordingly put up in 
vials as a dry preparation, and issued with ampoules 
of sterile water in which it can be dissolved. 


We have received from PHARMACEUTICAL SPECIALI- 
Tres (MAY AND BAKER) LTp. (Dagenham, Essex) 
a copy of a booklet entitled ‘“‘M. & B. 693 in the 
Treatment of Pneumococcal Infections.’”’ It describes 
the method of administration of M. & B. 693, and out- 
lines a scheme of dosage for lobar pneumonia in children 
and adults, and broncho-pneumonia in children 
Notes are added on the treatment of other forms of 
pneumococcal infection. 


We are informed that RocHE Propucts Lrtp. 
(Welwyn Garden City, Herts) now prepare lactoflavine 
(also known as vitamin B, or riboflavine) in tablets 
to be taken by mouth. Each contains 1 mg. of 
Lactoflavin ‘‘ Roche.” 


Births, Marriages, « and Deaths 


BIRTHS 


BASKERVILLE.—On Sept. 24th, at Malta, the wife of Surg.- 
Lieut. F. W. Baskerville, R.N.—a daughter. 

CouLTER.—On Sept. 27th, a Fareham, Hants, the wife of 
Surg.-Lieut. Comdr. J. 8. Coulter, R.N.—a son. 

Hoee.—On Sept. 28th, at pA Eng the wife of Mr. J. C. 
Hogg, F.R.C.S.—a daughter. 

LANKESTER.—On a om. the wife of Dr. Hugh Lankester, 
of bea may nag + 

NIBLocK.—-On Sept. 29th at, King’s College poapiial, London, 
the wife of Capt. of eN. Niblock, I.M.S.—a son. 

ROTHERHAM.—On Se _ 29th, the wife of Dr. Ewan Rotherham, 
of Grimsby—a ~ r. 

TISDALL.—On Sept. 29th, at Harrow-on-the-Hill, the wife of 
Dr. O. R. Tisdall—a ‘daughter. 


MARRIAGES 


GILBERT—BoOURNE.—On Sept. 24th, at St. Bartholomew’s the 
Great, E.C., Roger Gordon Gilbert, F.R.C.S., to Margaret 
Victoria (Margot) Bourne. 

HEwaT—BeEwsey.—On Sept. 28th, at St. Paul’s Church, 
Wimbledon Park, Richard Middleton Hewat, M.R.C.S.; 
R. , to Rosalind Bewsey. 

MowLL—HEAD.—On Sept. 30th, at St. James’s Church, Tun- 
po ig Wells, Dr. Richard Finch Mowll to Caroline Mary 





ead. 
SANDISON—MIDWINTER.—On Sept. 29th, at Kensington, 
Dr. Alexander Sandison to Evelyn Mary Midwinter. 


GOLDEN WEDDING 
TiImMs—FINDLAY.—On Oct. 3rd, 1888, at the Cathedral Church 
of St. Mary, Edinburgh, Henry William Marett Tims, 
M.B., C.M. Edin. . to Alice Maud Mary (Maud) Findlay. 
Present address : 259, St. James’s-court, Buckingham 


Gate, 8.W.1 
DEATHS 


BoNNEY.—On Sept. 28th, Ernest Henry Bonney, M.R.C.S., 
of Vicarage-gardens, Kensington, W. 

BURRELL.—On Sept. 28th, Lancelot Stephen Topham Burrell, 
M.D. Camb., F.R.C.P., of New Cavendish-street, W. 

Harpy.—On Sept. 30th, "at Abingdon, Henry L. P. Hardy, 
M.D. Brux., M.R.C. 3. 

MULRONEY.—On Sept. 29th, at Newquay, Comereh, Lt. el. 
Thomas ae Mulroney, M.D. Malta, F.R.C.S8., I.M.8 
(retd.), aged 8 

TR a —On St ‘30th, at Margate, Frederick Boileau Treves, 
O.B.E., M.B. Camb., late Lt-Col., R.A.M.C. (T.F.), aged 58. 

Warters.—On Sept. 30th, at Camberiey, ‘on -Col. E. E. Waters, 
M.D. Edin., } R.O.P., I.M.S. (ret 


N.B.—A fee of 78. a. is Gams fe © the insertion of Notices of 
Births, Marriages, and Deaths. 





